





THE UNIVERS! 
ANNUAL MEETING —MYRTLE BEACH MAY 17, 18, 19°F MICHIG 


The Journal of The  ™*-* 


MEDICAL 
a / 


SOUTH CAROLINA | 
Medical Association 


VOLUME LVI MARCH, 1960 NUMBER 3 











CONTENTS 


insted ll endian steacaiien hclieh tps ianihdasiaslalidaansaaee R. W. Hanckel 
Traumatic Rupture of the Stomach 

Sickle Cell Disease and Rheumatic Fever__¢_______________ E. K. Aycock and Wm. Weston, Jr. 
Cystosarcoma Phyllodes W. C. Cantey 
Brill-Symmers Disease—Chemotherapy-_-_-_-_-_-__-___--------------------------- J. R. Sampey 
Greenville County Medical Society—8___................................-..---- J. D. Guess 





MEDICAL COLLEGE CLINICS 


Electrocardiogram of The Month—Primary Pulmonary Hypertension Dale Groom 





PROGRAM — ANNUAL MEETING 





more penicillin to fight infection 


V-CILLIN K 


(penicillin V potassium, Lilly) 


consistently absorbed to produce high levels of 
antibacterial activity 


In tablets of 125 and 250 mg. 


EL! LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 





























NOW many more 
hypertensive patients 
may have THE FULL 
BENEFITS OF 
CORTICOSTEROID 


THERAPY 


Except for one case of mild blood-pressure elevation (150/90) no hypertension 
was seen in any of 1500 patientst as a result of treatment with DECADRON—the 
new and, on a milligram basis, most potent of all corticosteroids. Hypertension 
induced by other steroids diminished or disappeared. 


treats more patients 
more effectively 


Thus with DECADRON, hypertension no 
longer appears to be a contraindication to 
successful corticosteroid therapy. And 
the dramatic therapeutic impact of 
DECADRON was virtually unmarred by 
diabetogenic or psychic reactions... 
Cushingoid effects were fewer and milder 
... and there were no new or “‘peculiar”’ 
side effects. Moreover, DECADRON helped 
restore a ‘‘natural’’ sense of well-being. 


tAnalysis of clinical reports. 


*DECADRON is a trademark of Merck & Co., Inc. ©1959 Merck 
& Co., Inc. 


GqJp MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA, 














The Journal 
of the 
South Carolina Medical Association 


~ Votume LVI 


RECENT ADVANCES IN OTOLOGY 





March, 1960 


: NUMBER 3 





R. W. HANCKEL 
CHARLESTON, S. C. 


area was developed to combat infection. 

This had to wait until we had developed 
adequate lighting and anesthesia and so did 
not come to pass until the latter part of the 
19th century. This type of surgery flourished 
until the discovery of the sulfa-drugs, penicil- 
lin, and other antibiotics practically eliminated 
mastoid surgery in the early 1940's. At this 
time, surgery of the mastoid consisted of 
simple mastoidectomy which was designed to 
combat acute infections, and radical mastoid- 
ectomy which was designed to combat chronic 
mastoid infections. In simple mastoidectomy 
the contents of the middle ear were undis- 
turbed and some hearing was preserved. In 
radical mastoidectomy the drum and most of 
the contents of the middle ear were removed 
and thereby about 25 per cent of hearing was 
destroyed. 

Antibiotic drugs to combat mastoid in- 
fections offered the patient a more economic 
and less painful solution to his problem and 
this has become the method of choice in treat- 
ing infections of the mastoid. 

Surgery of the mastoid area is now being 
developed to combat deafness. The deafness 
may be the result of chronic infection or may 
come from otosclerosis, a benign overgrowth 
of bone at the footplate of the stapes. It is de- 
signed to rehabilitate the deaf individual in 
contrast to the first type of surgery of the 
mastoid which was designed primarily to com- 
bat infection. 

Taking up these latter surgical procedures 
in the order of their development, we find 
that Lempert' in 1938 was the first to develop 
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a one-stage fenestration operation. Before him, 
Holmgren? in Sweden, Sourdille? in France, 
and others had perfected a two-stage fenestra- 
tion procedure. Lempert’s operation is used 
mainly in the treatment of clinical otosclerosis 
where an overgrowth of bone around the foot- 
plate of the stapes immobilizes the small bones 
of the middle ear and prevents sound waves 
from being conducted to the nerve of hearing. 
The nerve itself is intact. The main objection 
to the fenestration operation is that it elimin- 
ates the utilization of the ossicular chain and 
thereby destroys about 25 per cent of hearing 
at the outset. A new window is made in the 
horizontal semi-circular canal. This allows 
sound waves to enter the inner ear near the 
first turn of the cochlea and the waves are 
then conducted to the end-organs of Corti by 
the fluid in the inner ear. The stapes with its 
footplate ankylosed in the oval window is 
simply bypassed and the ossicular chain, al- 
ready nonfunctioning by reason of this ankylo- 
sis, is completely eliminated as a functioning 
part of the hearing mechanism by the removal 
of the incus and the head of the stapes. Air- 
borne sound waves now enter the canal, strike 
the membrane covering the new window and 
at this point become converted to fluid-borne 
waves. They stimulate those particular hair 
cells in the organ of Corti which their pitch 
calls for and pass on through the coils of the 
cochlea to spend themselves at the round 
window. The round window is also covered by 
a semi-elastic membrane. If this membrane is 
rendered immobile, for instance by the pres- 
ence of otosclerotic bone or adhesions in the 
round window niche, then the fluid in the 








inner ear becomes almost completely immobile 
also and so only a few waves of low amplitude 
are produced in the inner ear, the stimulation 
of the hair cells is minimal, and the patient 
has about a 40 per cent loss of hearing. If both 
windows are blocked, there is no motion of 
the fluid in the inner ear and the patient has 
a complete loss of hearing even though the 
nerve itself is intact. 

The rediscovery of the operation: to mobilize 
the stapes was an accidental one. Dr. Samuel 
Rosen* of New York was doing a fenestration 
operation under a local anesthestic. He ex- 
erted pressure on the head of the stapes to 
test its mobility and felt it give a little. The 
patient immediately said that his hearing was 
greatly improved. He perfected this operation 
using local anesthesia and an endaural ap- 
proach to the stapes, which he mobilized by 
exerting pressure on its head. The chief ad- 
vantage of this procedure is that it preserves 
the ossicular chain and so the patient does not 
lose 25 per cent of hearing at the outset. Rosen 
published his paper in 1955. He used a loupe 
for magnification. The loupe has given way to 
an operation microscope. There have been 
many modifications of his original technic. It 
was soon found that a good result was ob- 
tained in only about one-third of the cases 
because the crura of the stapes were so easily 
fractured. Also even though a good result was 
obtained at the time of operation, regrowth of 
otosclerotic bone around the footplate con- 
verted about one-half the immediate good re- 
sults into later poor results. In an effort to 
improve these poor results Rosen’s original 
technic has been modified so that now, using 
the operation microscope, the footplate of the 
stapes is attacked and pressure is exerted here 
instead of at the neck. This eliminates the pos- 
sibility of fracturing the crura and has in- 
creased the immediate good results from about 
35 per cent to 70 per cent. Also the late poor 
results have been decreased by pressing the 
footplate of the stapes inward slightly so that 
the periphery of the footplate is just below the 
level of the rim of the oval window. 

However, working on the footplate itself 
also has certain disadvantages. Sometimes the 
footplate is pushed inward too vigorously and 
ends up at the bottom of the basal coil of the 





cochlea. Besides increasing the deafness, this 
also produces a positional vertigo, so that 
every time the patient changes the position of 
his head, the stapes moves and sets up waves 
in the perilymph which stimulates the end- 
organs of balance and produces a momentary 
vertigo. This vertigo is not permanent, but 
passes away after several months. Fortunately 
this is not a frequent complication. 

If the otosclerosis is rather extensive and 
visualization of the footplate of the stapes is 
difficult, the crura may be deliberately re- 
moved and after the footplate is mobilized, a 
polyethylene strut is substituted for the crura. 
It extends from the lenticular process on the 
under surface of the incus to the footplate of 
the stapes and re-establishes the continuity of 
the ossicular chain. This procedure can also be 
used where the crura have been fractured as 
the result of exerting pressure on the neck of 
the stapes after the original method of 
Rosen.¢ It is a very satisfactory addition to our 
surgical armamentarium. 

The regrowth of the otosclerotic process 
around the footplate after mobilization (even 
repeated mobilizations) has been quite a 
problem. This has been overcome to a great 
extent by the vein graft technic of Dr. J. J. 
Shea, Jr.5 of Memphis, Tenn. He uses a bur 
to flatten the promotory and remove the oto- 
sclerotic focus. He then thins the footplate of 
the stapes and removes it. He lays a segment 
of vein previously obtained from the back of 
the hand over the oval window and surround- 
ing area and then re-establishes the continuity 
of the ossicular chain by laying a polyethylene 
strut between the lenticular surface of the 
incus and the vein graft. The outer or ad- 
ventitia surface of the vein is roughened and 
laid over the oval window and the inner or 
intima surface faces inward and receives the 
end of the polyethylene tube. Guilford at a 
recent meeting of the North and South Caro- 
lina Eye, Ear, Nose, and Throat Societies re- 
ported about 90 per cent good results using 
this technic. 

Other operative procedures designed to 
combat chronic infections and to restore hear- 
ing have recently been devised by Wull- 
stein® and others. They are termed tympano- 
plasties and have been divided into five types 
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depending on the amount of destruction of the 
ossicular chain due to infection. These pa- 
tients have a perforation of the drum and 
usually have some type of aural discharge 
present. In order to eliminate the infection a 
mastoidectomy is done as a preliminary pro- 
cedure. The remnants of drum and as much 
of the ossicular chain as possible are pre- 
served. Using the operation microscope, the 
external layer of the drum is removed and a 
full-thickness skin graft, obtained from the 
post-auricular area, is laid over the denuded 
drum remmants and is brought into contact 
with some portion of the ossicular chain, pro- 
vided the stapes is mobile. If the stapes is im- 
mobile, either because of adhesions or oto- 
sclerosis, or both, then a fenestration is done 
either at the time of the original operation or 
as a secondary procedure. It must be re- 
membered that in any type of middle ear 
surgery the round window must be open. If 
it is blocked on account of adhesions or an 
overgrowth of otosclerotic bone, then no mat- 
ter how nice a result is obtained at the oval 
window area there will be a minimal move- 
ment of fluid in the inner ear and the patient 
will still have a 40 per cent hearing loss. 

Rambo7 has recently come out with a 
modification of the tympanoplasty which he 
calls a musculoplasty. This is used only in 
those cases where chronic infection has pro- 
duced a complete destruction of the ossicular 
chain necessitating a fenestration as a second- 
ary procedure. In these cases Rambo reflects 
the skin of the canal upward, fashions a 
pedicle graft from the lower portion of the 
temporal muscle, and directs the free end of 
the pedicle downward and medially so that it 
covers the middle ear area. The skin of the 
canal is now replaced and comes to lie on top 
of the muscle. This allows a more adequate 
blood supply for the skin and so a more rapid 
epithelialization and a better nourished epi- 
thelial covering. The canal is filled with a 
special paraffin having a low melting point 
and this remains in place for about 8 weeks. 
The object of the paraffin is to thin out the 
muscle with its epithelial covering so that this 
skin flap will not be too thick when it is used 
to cover the window in the secondary fenes- 
tration operation. 
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As a result of all of this increased surgery 
in the middle ear area we have advanced our 
knowledge of the hearing mechanism. I will 
not bore you with a recital of the various 
theories of hearing because in the final 
analysis we don’t know exactly how hearing is 
accomplished. Suffice it to say that air-borne 
sound waves are conducted to the drum mem- 
brane and are transmitted and magnified by 
the ossicular chain. They reach the oval 
window where they become fluid-borne. The 
fluid waves produce vibrations in the basilar 
membrane and this causes the hair cells to rub 
on the under surface of the tectorial mem- 
brane. These stimuli are transmitted to the 
nerve fibers which go to the spiral ganglion 
and so to the acoustic nerve and the brain. 
Whether sound is analysed in part or in toto 
in the inner ear or in the brain, is still un- 
known. 


The function of the round window is twofold. 
It serves as a relief opening to permit maxi- 
mum movement of the perilymph. In the 
pathologic ear where the stapes is fixed it 
may serve as the portal of entry for sound. 
Sound protection is furnished the round 
window by the intact drum membrane. If a 
large perforation is present in the drum mem- 
brane and the stapes is mobile, sound enters 
the inner ear at both portals and the sound 
waves going in opposite directions meet in 
the cochlea and tend to cancel each other out. 
Thus sound protection for the round window 
will increase hearing provided sound waves 
can enter at the oval window end of the 
cochlea. 

Time does not permit us to pursue this 
facinating subject further. I hope that it has 
served in some small measure to bring you up 
to date on things otological. 
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TRAUMATIC SUBCUTANEOUS RUPTURE 
OF THE STOMACH 


WENDELL M. LEVI, JR., M. D. 
SUMTER, S. C. 


I. Introduction: 


ubcutaneous or “subparietal”'S rupture of 
S the normal stomach although not ex- 

tremely rare, occurs infrequently enough 
to warrant consideration of individual cases. 
While subcutaneous rupture of other intra-ab- 
dominal viscera is relatively commonplace and 
has received adequate attention, there re- 
mains a paucity of case reports and survival 
data incident to post-traumatic rupture of the 
stomach. 


Petry" in 1896 collected 219 cases of rup- 
ture of the gastrointestinal tract with 13 cases 
of traumatic rupture of the stomach. Eisen- 
drath5 in 1902 reported 165 cases of gastro- 
intestinal injury with no case of stomach in- 
jury. Glassman,® in a comprehensive review 
of the literature collected 52 cases of sub- 
cutaneous rupture of the stomach and added 
two of his own. Wolf's in 1936 again surveyed 
the literature and collected 68 cases, and 
added one of his own. Only sporadic reports 
have appeared since that time, as may be seen 
from the references below.'-4: §. 7. 19. 12-14 


II. Case Report: 

A three year old white male was admitted October 
9, 1958, brought immediately to the Emergency Room, 
after sustaining a fall from a second story floor and 
landing upon a concrete pavement. He was uncon- 
scious for a very short period of time. His temperature 
was 99°F., pulse 180 per minute, and blood pressure 
110/80 mm. Hg. The child was lethargic and ex- 
tremely pale with rapid respiration and in obvious 
distress. Abrasions were visible over the anterior ab- 
dominal wall, especially in the left upper quadrant. 
The abdomen was markedly distended with prominent 
veins over its surface. No peristalstic sounds were 
heard. There was marked generalized tenderness, re- 
bound tenderness, and muscle guarding. The area of 
liver dullness was absent. 


The hemoglobin was 11.5 Gm. with a volume of 
packed cells of 29 volumes percent. X-ray examination 
of the abdomen in the upright position (Figure #1) 





Figure 1 


An upright x-ray film of the abdomen and chest re- 
vealing marked free air beneath the diaphragm. 


revealed a large amount of free air beneath the dia- 
phragm. Roentgenograms of the skull showed no evi- 
dence of a fracture. 

Hospital course: The patient was seen by the sur- 
gical service approximately two hours after the injury. 
A venesection was performed and the child taken im- 
mediately to the operating room. 

Under general endotracheal anesthesia, the abdomen 
was opened through a midline incision. A considerable 
quantity of free air was present in the peritoneal cav- 
ity along with approximately one liter of gross food 
material including chicken, rice, and beans. There 
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Figure 2 


The stomach and attached structures removed at 
autopsy. The white arrows mark the extent of rupture 
of the greater curvature. The black arrow marks the 
site of closure of a serosal tear. 


was a 6 cm. longitudinal tear of the greater curvature 
of the stomach extending to the splenic hilum. (Fig- 
ure #2) No bleeding was evident from the laceration. 
The rupture was rapidly closed in two layers, and the 
peritoneal toilet carried out using saline and Hart- 
mann’s solution. An effort was made to remove all 
gross food material. The blood pressure remained ap- 
proximately 120 to 130/80 mm. of Hg. throughout the 
procedure with a pulse of 180 to 200 per minute. The 
procedure was otherwise tolerated quite well with a 
postoperative volume packed cells of 47 vol. %, after 
the infusion of 600 ml. of whole blood. 

The postoperative course was complicated by 
temperature elevations ranging from 104 to 105° 
despite intravenous, intramuscular, and intraperitoneal 
antibiotics. The child remained restless but alert and 
there was approximately 100 ml. of urine output dur- 
ing the first ten hours. The urine output remained 
10-15 ml. per hour despite a blood pressure drop to 
unrecordable levels. Despite vasopressors and hydro- 
cortisone the child progressed to extreme toxicity with 
generalized convulsions and marked hyperthermia. He 
remained hypotensive and terminally developed 
respiratory irregularities prior to the disappearance of 
the apical heart beat. He was pronounced dead ap- 
proximately 36 hours postoperatively. (October 11) 

Post mortem examination revealed no abnormality 
of the peritoneal cavity other than mild resolving 
peritonitis. The operative closure of the stomach was 
intact. On gross examination of the brain, there was 
some flattening of the gyri and shallow sulci, but 
microscopic examination failed to reveal significant 
cerebral edema. There was a small area of apparent 
necrosis involving the hippocampal gyrus on the 
right. The post mortem examination was otherwise 
non-revealing. 


III. Discussion: 


Injury to the intra-abdominal viscera pro- 
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duced by blunt trauma most commonly in- 
volves those organs which are relatively fixed 
or readily subjected to compression against 
adjacent solid structures. Consequently, we 
see rupture of the duodenum, proximal jeju- 
num, distal ileum, and cecum most frequently. 
The stomach, unlike these viscera, is well-pro- 
tected over most of its surface by the over- 
lying abdominal wall, rib cage, diaphragm, 
transverse colon, lower part of the left lung, 
spleen, and left lobe of the liver. It logically 
follows that rupture of the stomach will be 
associated with injury to other organs and 
severe trauma in a large percentage of cases. 
Stomach rupture is frequently associated with 
fractures of the liver or spleen and uncom- 
monly with rupture of the left leaf of the dia- 
phragm. 

The antrum and pylorus are relatively 
superficially located beneath the abdominal 
wall, and lie adjacent to the vertebral bodies. 
Therefore, rupture in this area frequently re- 
sults from “crushing type” injuries. Although 
complete tears of the stomach have been re- 
ported, the trauma is usually severe and im- 
mediate death commonly results from asso- 
ciated injuries. 

There are three main types of injury to the 
stomach: 

1. Bursting 
2. Crushing 
3. Tearing or shearing injury. 
These may result in tears of a varying 
nature. 
1. Serosal tears 
2. Mucosal tears 
3. Serosal and submucosal 
4. Complete rupture of the wall 
. Complete division of the stomach 

In the “bursting type” injury the factor of 
distention is extremely important. Trauma of 
a mild to moderate nature may cause rupture 
of the stomach distended with food. Here the 
rupture usually occurs on the lesser curvature 
proximal to the pylorus, or on the greater 
curvature distal to the vasa brevia. Contamina- 
tion is extensive as in the presented case. 
Fraenckel® was able to produce typical rup- 
ture of the normal stomach along the lesser 
curvature, and concluded that it was due to 
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the anatomical variations in mucosal folds and 
the elasticity along the lesser curvature. 
Studies by others have not been conclusive. 

The “tearing” injury is associated with a 
shearing action at the point of fixation and 
usually occurs in the prepyloric area. 

Serosal injury is usually not symptomatic 
and is commonly discovered at exploration for 
other injury. Mucosal tears in most instances 
are associated with intra-gastric bleeding and 
hematemesis. Complete rupture of the wall 
or complete division of the stomach presents 
a predominant picture of shock and general- 
ized peritonitis. The degree of symptoms is 
related to the amount of peritoneal soiling. 
The diagnosis is suspected in the presence of 
a large amount of free air in the peritoneal 
cavity with an associated injury in the left 
upper quadrant in the presence of the above 
symptoms. 

Survival reports prior to operative inter- 
vention were those with small incomplete tears 
which were rapidly sealed off. Later com- 
plications of fistulae, adhesions, or abscesses 
may have confirmed the diagnosis. 

Although occasional survivors with massive 
soiling have been reported, most reports failed 
to give an accurate description of the amount 
of soiling or extent of rupture. The associated 





injuries, the interval from rupture to opera- 
tion, the degree of soiling, and the general 
condition of the patient are all important 
factors in prognosis. No conclusion as to the 
mortality or associated morbidity can be 
gleaned from the literature as the cases are 
too frequently poorly described and sporadic. 

The treatment in all incidences of diagnosis 
of rupture of the stomach is operative. The 
usual preparation for emergency surgery is 
essential; namely fluids, blood, naso-gastric 
intubation and antibiotics. Laparotomy is per- 
formed through a satisfactory vertical incision. 
Peritoneal toilet should be vigorous but quick- 
ly accomplished. The removal of gross food 
particles and flushing of the peritoneal cavity 
with saline solution, especially in the sub- 
hepatic, subdiaphragmatic, and pelvic spaces 
is considered valuable. Further clinical ex- 
perience with cortisone in the treatment of 
hypotension secondary to massive peritonitis 
and septicemia is inviting. 


IV. Summary and Conclusions: 


Subcutaneous rupture of the stomach is an 
uncommon injury which may result from 
minor or severe trauma. A brief discussion of 
this clinical entity and a case report are pre- 
sented. 
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COEXISTENT SICKLE CELL DISEASE 
AND ACUTE RHEUMATIC FEVER 


E. KENNETH AYCOCK, M. D., AND WILLIAM WESTON JR., M. D. 
COLUMBIA, &. C. 


he diagnosis of acute rheumatic fever is 
frequently difficult," and the problem 
may be made even more perplexing by 
the co-existence of another disease which pro- 
duces changes in the heart and blood vessels. 
The anemia of sickle cell disease is frequently 
intense enough and of sufficient duration to 
produce cardiac symptoms and signs of such 
degree that the disease is often confused with 
rheumatic fever. The occurence of the two 
diseases in the same patient appears to be 
extremely rare; a review of the literature yields 
only 5 cases of sickle cell anemia in which val- 
vular defects or Aschoff bodies due to rheu- 
matic fever were found at autopsy.” 

The importance of recognizing the co-ex- 
istence of rheumatic heart disease when it is 
present in patients with sickle cell disease is 
selfevident. Not only is it a challenge to our 
diagnostic ability to evaluate properly the 
clinical and laboratory findings upon which 
we rely in the diagnosis of rheumatic fever, 
but the prognosis of either disease may be 
altered by the presence of the other. 

The purpose of this paper is to present the 
clinical and laboratory findings of a patient 
who is thought to have co-existent sickle cell 
disease and acute rheumatic fever. 


Case Report 


A 7 year old colored male was referred to the 
Rheumatic Fever Clinic with a history of heart mur- 
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mur and pain in the knee and elbow joints. He had 
had three previous admissions to the hospital for treat- 
ment of sickle cell crisis, the first at the age of 3 
years. On the first admission no cardiac murmur was 
recorded. One year later on the second admission 
there was noted a soft grade I apical systolic murmur; 
the spleen was palpable 4 cm. below the left rib 
margin, and the liver was palpable 3 cm. below the 
right rib margin. On third admission in sickle cell 
crisis at six years of age, a harsh grade II apical 
systolic murmur was heard over the entire pre- 
cordium; the liver edge was palpable 5 cm. and the 
spleen was palpable 4 cm. below the rib margins. 
Chest roentgenogram taken on this admission is shown 
in Fig. 1. 

Family history is remarkable in that the mother had 
sickle cell disease and died in sickle cell crisis at the 
age of 30. There are two siblings residing elsewhere 
with history of the diagnosis of rheumatic heart dis- 
ease, and a maternal aunt with history of a diagnosis 
of rheumatic heart disease. 

On this admission to the hospital at age seven this 
boy complained of pain in the knees, elbows, chest 
and abdomen, shortness of breath, and high fever. On 
admission the temperature was 103° F. and there 
were physical findings of consolidation of the right 
lung. X-ray examination confirmed the presence of 
pneumonia. The heart was generally enlarged with a 
rough grade III apical systolic murmur and a grade I 
aortic diastolic murmur; this murmur was not felt to 
be a Graham-Steele murmur. The pulmonic second 
sound greatly accentuated. Pulse 120/min. Blood 
pressure 100/80 mm. Hg. in upper extremities and 
120/85 in lower extremities. The extremities were 
long and slender but otherwise normal. There was 
severe anemia (6.8 grams or 43% hemoglobin) with 
a marked leukocytosis of 46,000 cu. mm. with 55% 
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neutrophils. The patient was thought to be in sickle 
cell crisis. 

Additional studies showed 90 and 60 percent 
sickling on two occasions and sickle cell disease was 
proven by electrophoretic hemoglobin determination. 
The electrocardiogram showed first degree heart block 
with a prolonged P-R interval, notched P waves in 
leads II and III suggesting left auricular disease, and 
in the multiple precordial leads the RS ratio was re- 
versed and T waves inverted suggesting right ventricu- 
lar enlargement. Later tracings were essentially un- 
changed except for shortening of the P-R interval after 
digitalis therapy. Roentgenogram of the chest and 
flouroscopy with barium swallow revealed globular 
enlargement of the heart with enlargement of the 
left atrium. 

On admission the patient was started on digitalis 
and penicillin. During the hospitalization the pneu- 
monia improved. Except for two episodes of pain, 
heat, and tenderness in the left elbow and left knee 
joints the arthritis subsided. The first episode of joint 
pain occurred 17 days after admission to the hospital, 
and there was no evidence of sickle cell crisis at this 
time. Both episodes of arthralgia responded well to 
salicylate therapy. The hemoglobin and _ reticulocyte 
count did not respond to massive doses of iron and 
ascorbic acid. 


Laboratory data tabulated as follows: 


Date: Sed. Rate Anti-Strep. C-React. 
Uncor. Cor. Titer Protein 
March 512mm/hr.0mm/hr. 
March 10 44 22 1250 Todd Units 
March 12 33 24: 2500 
April 2 2500 
April 13 29 17 333 
April 23 34 9 250 Neg. 


Discussion 
Since Herrick’s description of sickle cell 
anemia in 1910 there have been many articles 
in the literature dealing with the clinical and 
pathological findings of this disease.* Sickle 
cell anemia, which notoriously — stimulates 
many systemic diseases, also imitates cardiac 








diseases. The histories of cases of acute rheu- 
matic fever and sickle cell anemia in crisis are 
often similar. In both, an upper respiratory in- 
fection may precede the complaints of head- 
ache, epistaxis, chest pain, abdominal pain, 
joint pain, fever, exertional dyspnea, palpita- 
tion, and leukocytosis. On physical examina- 
tion both diseases frequently show an enlarged 
heart and murmurs characteristic of mitral 
insufficiency. Prolonged auriculo-ventricular 
conduction time may be found on the electro- 
cardiogram. 

Due to the similarity, rheumatic heart dis- 
ease with mitral valvular involvement is fre- 
quently diagnosed in patients with sickle cell 
anemia. In Higgin’s series, 62 cases of sickle 
cell anemia were reviewed and 22 of these 
were initially diagnosed as having rheumatic 
heart disease.‘ A similar study by Aaron of 85 
patients with sickle cell anemia showed that 
30 of these patients had had previous diagnosis 
of rheumatic heart disease.* 

A requirement for the diagnosis of sickle 
cell disease is the finding of sickling or the pat- 
tern of hemoglobin as determined by electro- 
phoretic studies. The diagnosis of rheumatic 
fever is often based on certain “major” and 
“minor” criteria as set down by Jones." The 
major criteria include, briefly: (1) carditis as 
manifested by cardiac enlargement, significant 
cardiac murmur, pericarditis, or cardiac fail- 
ure; (2) arthralgia - migratory polyarthritis; 
(3) chorea; (4) subcutaneous nodules; and 
(5) recurrence of rheumatic fever or erythema 
marginatum. According to Jones a diagnosis 
of rheumatic fever is justified in a given case 
if two major manifestations are present. He 
also states that a combination of one major 
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and two minor manifestations would seem to 
place the diagnosis on reasonably safe 
grounds. 

Although many of the symptoms and find- 
ings of the two diseases are similar, closer ob- 
servation and evaluation will often show 
shades of differences in the clinical and lab- 
oratory findings which help in the differentia- 
tion. Both diseases show migratory, hot, 
swollen, painful extremities; however in sickle 
cell anemia the extremity pain is not localized 
to the joints as in rheumatic fever but also in- 
volves the long bones. The subperiosteal re- 
action may even be severe enough to produce 
pathological x-ray findings. The pain in sickle- 
mia does not respond to salicylates as it does 
in rheumatic fever.’: * 

The sedimentation rate of patients with 
sickle cell anemia is known to be slow. This 
delay in the sedimentation rate seems to be 
related to the degree of carbon dioxide satura- 
tion of the blood; the higher the saturation the 
slower the rate.’: *° 

As rheumatic fever is known to be closely 
associated with a recent beta hemolytic 
streptococcal infection the findings of a per- 
sistently positive antistreptolysin test in con- 
junction with clinical evidence of carditis is 
strong evidence of the presence of active rheu- 
matic fever." 

Sickle cell anemia may produce abnormali- 
ties of the electrocardiogram which are similar 
to those observed in rheumatic fever. Some 
authors consider a prolonged P-R interval a 
characteristic feature of active rheumatic 
heart disease; however, Klinefelter demon- 
strated this finding in 50 percent of his cases 
with sickle cell anemia.'* T-wave changes 
frequently occur and right axis deviation, al- 
though not often found may appear in patients 
with sickle cell anemia who do not have val- 
vular defects. However, frank evidence of 
myocardial damage as shown by the ECG was 
not seen in any of the cases of sickle cell 
anemia reviewed in the literature. Broad 
peaked P-waves usually found with atrial 
pathology are not seen in sickle cell dis- 
‘*."* The configuration of the heart 
as shown by x-ray in sickle cell anemia 
globular, but the so-called 
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as a rule is 
“mitral heart” with the prominent pulmonary 
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conus is not at all unusual. Cardiac flouroscopy 
with barium swallow of the patients with 
sickle cell disease does not reveal left atrial 
enlargement usually found in patients with 
mitral valvular disease.*:*: ** 

The cardiac murmurs associated with sickle 
cell disease have been described as functional; 
i.e. there are no specific valvular lesions per se 
attributed to sickle cell disease. In Higgin’s re- 
port of 62 cases of sickle cell anemia the 
following cardiac murmurs were heard:*‘ 


Mitral systolic 44 Mitral diastolic 7 
Pulmonary systolic 20 Pulmonary diastolic 1 
Aortic systolic 7 Aortic diastolic 0 
Thrill felt over mitral area 1 
No murmur heard 17 


One of the important clinical characteristics 
in the terminal stages of sickle cell anemia in 
heart failure is the absence of response to 
digitalis.*- ** 

Conclusion 

A diagnosis of sickle cell disease was evi- 
dent in this case on the basis of history, posi- 
tive sickling on two occasions (90 and 60 per- 
cent), electrophoretic hemoglobin pattern for 
sickle cell disease, and persistent anemia with- 
out response to massive iron and ascorbic acid 
therapy. ; 

A diagnosis of acute rheumatic fever was 
thought justified in this case on the basis of the 
following physical findings which satisfy two 
major manifestations: (1) Carditis as evi- 
denced by cardiac enlargement with heart 
failure, cardiac murmur, and good clinical re- 
sponse to digitalis therapy; (2) arthritis - 
migratory in nature involving elbow and knee 
joints, with the clinical response of arthralgia 
to salicylate therapy. 

Additional evidence to support the diag- 
nosis of acute rheumatic heart disease was the 
laboratory finding of a persistently elevated 
sedimentation rate, even in the presence of 
sickle cell disease, strongly positive anti- 
streptolysin titer and C-reactive protein. Also 
the patient showed ECG changes which sug- 
gested left auricular disease and those findings 
more indicative of acute rheumatic fever than 
sickle cell disease alone. Further evidence of 
rheumatic fever was shown by enlargement of 
the left atrium. The co-existence of sickle cell 
disease and rheumatic heart disease, although 
extremely rare, does occur. A diagnosis of the 
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two diseases can be justifiably made from 
clinical and laboratory findings although it 
may only be proven at autopsy. 

The authors wish to acknowledge the assistance 
received from Dr. C. Warren Irvin, Jr., Consultant in 
Cardiology. 
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CYSTOSARCOMA PHYLLODES* 
WILLIAM C. CANTEY, M. D. 


COLUMBIA, §&. C. 


ystosarcoma phyllodes is a giant tumor 

C of the breasi, probably by meta- 

morphosis from a benign fibroadenoma. 

There have been about 300 cases reported in 
the literature. 


The purpose of this presentation is to review 
some of the salient features of this relatively 
rare neoplasm and report two additional cases. 

This confusing breast tumor is generally 
called cystosarcoma phyllodes but as each 
enthusiastic author reviews its pathology and 
course, he assumes his prerogative and applies 
another name. Stephenson et al’ found 43 
synonyms and Botham"’ in 1958 added 
another. The general confusion lies in the 
histological picture and whether the tumors 
are benign or malignant. The following are 
some of the many names: giant myxomatous 
fibroadenoma, adenocystosarcoma, Brodie’s 
serocystic disease of the breast, carcinosar- 
coma, giant intracanalicular myxoma, fibro- 
adenoma with sarcoma-like stroma and many 
°Presented at the meeting of the South Carolina 


Chapter of the American College of Surgeons, Col- 
umbia, S. C., November 21, 1959. 








Cystosarcoma phyllodes is the gen- 
erally accepted name of at least 44 used 
to designate a giant tumor of the breast, 
probably having grown from a _ pre- 
existent fibroadenoma. There is occasion- 
ally a malignant change in the connective 
tissue stroma which may result in blood 
stream metastasis to the lungs, etc. There 
are reported cases of malignancy in the 
epithelial components with axillary node 
metastasis. The tumor occurs in women 
(three only in men) about 40 to 45 years 
old, grows rapidly, is painless (unless 
ulcerated), unattached to the skin, oc- 
cupies almost all of the breast and the 
nipple is usually uninvolved. The av- 
erage weight in 229 cases was 7.6 pounds. 
The largest recorded is 35 pounds. 
Simple mastectomy seems to be choice 
of operation. Local excision has resulted 
in more local recurrences and x-ray ther- 
apy is not indicated. Two cases are re- 
ported to add to the 300 odd recorded. 
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others including finally fibroadenoma intra- 
canaliculare sarcomatodes zanthomatodes 
mammae! 


Johannes Miiller in 1838 first described this 
tumor and his descriptions are as accurate as 
those today. He felt very strongly that the 
tumor was benign. Ten years before this, 
Celius is said"* to have described such a tumor 
and called it “cystic hydatid of the breast”. 
Goodall and Curren’ give reference to William 
Cumin’s article in the Edinburgh Medical and 
Surgical Journal of 1827 where he describes 
the condition and reports a case with a 5714 
ounce tumor. Sir Astley Cooper in 1828 had 
termed it an “encysted tumor of the mamma’, 
which is always benign, and will not recur. 
Cumin agreed but this has not proven to be so 
in our present knowledge. At the time of its 
naming “sarcoma” meant “fleshy mass” and 
“phyllodes” from the Latin means “leaf-like”. 


Incidence 

Lee and Pack’ in 1939 first summarized the 
literature and collected 109 cases. Treves and 
Sunderland* reported 77 cases in 1951 and in 
1958, Botham et al’ reviewed the 22 cases 
from the Mayo Clinic in a 50 year span 
(1907-56). Huang and associates’* counted 
250 cases in 1957 and reported 11 additional. 
Reich’* thinks about 300 cases have been re- 
corded up to January 1958. 

The incidence varies according to whether 
all breast tumors are considered or merely 
fibro-epithelial tumors. Fred Stewart feels that 
this tumor is a museum curiosity. 

The tumor occurs mainly in women although 
three cases’ have been seen in men. The av- 
erage age is 40-45 years, the youngest being 
13‘ and the oldest 83.’° There is some feeling 
that the etiology is related to estrogenic hor- 
mone, and this will be mentioned later. 


Pathology 

Miiller’s 1838 description of this condition 
as quoted by Silverstone" is as follows: 

“The tumour forms a large mass with a more or 
less uneven surface. The fibrous substance which con- 
stitutes the greater part of it is of a greyish white 
colour, extremely hard and as firm as fibro-cartilage. 
Large portions of the tumour are made up entirely of 
this mass, but in some parts are cavities or clefts not 
lined with a distinct membrane. These cavities con- 
tain but little fluid; for either their parietes which are 
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hard like fibro-cartilage and finely polished lie in 
close apposition with each other, or a number of firm, 
irregular laminae sprout from the mass and form the 
wall of the fissures, or excrescences of a foliated or 
wartlike form sprout from the bottom of the cavities 
and fill up their interior. These excrescences are 
perfectly smooth on the surface and never contain 
cysts or cells. The laminae lie very irregularly and 
project into the cavities and fissures like the folds of 
the psalterium in the interior of the third stomach of 
ruminant animals. In one instance the author saw 
these laminae here and there regularly notched or 
crenated like a cock’s comb. Sometimes the laminae 
are very small and the warty excrescences from the 
cysts very large, while in other instances both are 
greatly developed. Occasionally these warty ex- 
crescences are broad, sessile, and much indented; 
others have a more slender base and somewhat re- 
semble cauliflower condylomata. Tumors of this kind 
attain an enormous size, hitherto the author has seen 
them only in the female breast nor are they even there 
of frequent occurrence. They are decidedly innocent, 
occur earlier than is usual for cancer in the mamma 
to develop itself, and sometimes they appear even in 
youth; they have but little tendency to grow to the 
skin or to the adjacent muscles and are not attended 
with retraction of the nipple. They are not disposed 
to soften internally, but continue to grow slowly until 
they have attained an enormous size when they at 
length burst and a very ill-looking, suppurating fungus 
forms upon their surface. Even in this state, however, 
operation has been performed with a successful re- 
sult. Swelling of the axillary glands is not a common 
occurrence and when it is met with is the consequence 
of simple irritation and subsides after the operation. 
The extraordinary forms which cystosarcoma phyllodes 
assumes at once suggests the notion of its cancerous 
nature, and yet the disease is perfectly innocent and 
as far removed from carcinomas as are those non- 
suppurating cauliflower condylomata of the penis and 
of the female genitals which have so often been mis- 
taken for cancerous structures.” 

The question of malignancy has furnished 
many views. Stewart"® feels that cystosarcoma 
phyllodes per se does not mean a malignant 
tumor and should imply a benign lesion unless 
further qualified. He feels that the real differ- 
ence between intracanalicular fibro-adenoma 
and the giant form which is cystosarcoma 
phyllodes is principally one of size, not only 
the size of the tumor as a whole, but also the 
size of the individual intracanalicular com- 
ponents. Therefore, when one sees a large, 
encapsulated tumor with tremendous intra- 
canalicular projections, there is no question of 
the applicability of the term cystosarcoma 
phyllodes. The smaller tumors have coarser 
intracanalicular protrusions and these he 


93 











calls “miniatures”. Usually when malignancy 
occurs, the connective tissue components 
and not the epithelial elements are in- 
volved. In exceptional instances, both types 
may participate in the malignant process and 
then a true adenosarcoma or carcinosarcoma 
develops. This view of histogenesis is sup- 
ported by the clinical behavior. Those that de- 
velop sarcomatous elements cause death by 
bloodstream metastasis while those with 
malignant epithelial changes develop nodal 
metastasis. When there is epithelial malig- 
nancy in the primary growth, both types of 
disease might appear in the lymph nodes. As 
experience grows, Stewart seems to be more 
suspicious of cystosarcoma phyllodes as being 
malignant. 

McDonald and Harrington‘ feel that other 
than in size, this tumor is little different from 
a fibroadenoma, and usually almost all of the 
breast is involved. Histologically, they think 
that there is more myxomatous degeneration 
than is usually seen in fibroadenoma. They 
also consider the possibility of multicentric 
origin in the fibroadenoma. 

Treves and Sunderland" feel that the word 
“benign” or “malignant” should follow a diag- 
nosis of cystosarcoma phyllodes. They had 18 
cases of malignancy out of 77. Nine of these 
metastasized and 8 caused death. 

Farbman’ thinks the tumor is essentially a 
hyperplasia of the connective tissue stroma 
with little epithelial involvement. The stromal 
change is characterized by atypical cells and 
mitosis which determines the degree of malig- 
nancy. He collected 229 cases with an average 
weight of 7.6 pounds. Goodall and Curren* 
say that Hunter had a 16 pound tumor which 
had not been previously reported. Lee and 
Pack’ found that Horton and Baker had a 
tumor weighing 6,960 grams and Mosconi one 
weighing 7,250 grams. MacKenzie (quoted by 
Huang et al'*) had a tumor weighing 35 
pounds. 

Lester and Stout’® give a histological picture 
with several impressive features i. e. 

1. There is marked variation of the stromal pattern 
in a single tumor. It varies from a well differentiated 
to an anaplastic sarcoma throughout or from dense 


acellular stroma to an anaplastic sarcoma. This empha- 
sizes the importance of studying many parts of the 


tumor. This variation also accounts for the supposition 
by some that all these tumors arise in pre-existent, 
innocent fibroadenomas. 

2. There is marked variation in the architecture 
from cellular fibroadenomas of the pericanalicular 
variety to intracanalicular fibroadenomas to tumors 
with pronounced stromal over-growth in which large 
areas are without epithelial or glandular patterns. 

3. The proliferating stroma often assumes the 
characteristics of mesenchymal tumors other than 
fibrosarcoma. Myxomatous, cartilagenous, and osteoid 
foci are not unusual. Lipoblastic portions have also 
been seen. 

4. The marked variation in cellularity and pattern 
have made the grading of the degree of malignancy, 
if any, very difficult. They question whether a small 
anaplastic focus in an otherwise well differentiated 
stroma should really imply malignancy. 

Diagnosis 


As is obviously seen by the foregoing, the 
name, pathological picture, and course of this 
disease is in a state of utter confusion. 

In general, it may be said that a breast 
tumor which grows rapidly (one weighed 7 
pounds in a period of three to four months’ ) 
is painless, unattached to the skin, has no nip- 
ple discharge or palpable axillary nodes, and 
occurring in a woman 40 to 45 years old, is 
probably a cystosarcoma phyllodes. If re- 
moved by local excision and sectioned in the 
operating room, there is no other tumor similar 
to it. 

Botham’s”’ criteria for histological diagnosis 
is “a benign epithelial component within a 
primary tumor mass, the stroma of which is 
richly cellular.” He feels these criteria indicate 
that a fibroadenoma is the fundumental lesion. 
He also wonders whether a sarcomatous meta- 
morphosis of a benign to a malignant stroma 
has ever been followed, and thereby to de- 
scribe, what is or is not an early malignant 
change may be impossible. 

The relation of trauma, pregnancy, puberty, 
lactation and the menopause have been men- 
tioned by several*:’*:’* but no definite con- 
clusions have been drawn. Huang et al** sug- 
gest that the change in ovarian function 
(pregnancy, lactation, etc.) may cause a fibro- 
adenoma to begin growing. Geschicter and 
Copeland’:’’ have long believed that estro- 
genic substances have a great influence on 
fibroadenomata of the breasts. 
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Treatment 
Generally a simple mastectomy is the treat- 
ment of choice in cystosarcoma phyllodes even 
though some have advocated a radical mas- 
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tectomy. 

In reviewing various articles one finds no 
unanimity of opinion. For instance, in the 22 
cases at the Mayo Clinic’’ 14 had a radical 
mastectomy and five of these additional x-ray 
therapy. Only four cases had simple mas- 
tectomy without further therapy (as x-ray or 
axillary dissection) yet simple mastectomy is 
now thought to be an adequate operation at 
that institution. 

Lee and Pack’ advocate simple mastectomy 
with excision of the pectoral muscle fascia. 
They caution against local excision and also 
against x-ray therapy. 

Treves and Sunderland* had 18 malignant 
cases (in 77). Sixteen of these were removed 
locally or by simple mastectomy and either 
recurred or metastasized. Therefore, if the 
tumor is thought to be malignant initially, they 
advocate a radical mastectomy. 

Stewart'® advocates a radical mastectomy if 
malignant epithelial cells are present, how- 
ever, if after a painstaking study, only malig- 
nant connective tissue is revealed a simple 
mastectomy is sufficient. He then hedges by 
saying a radical mastectomy may be safer 
for the tumor may have extended beyond its 
capsule. 

Cooper and Ackerman"’ report a case with 
axillary metastasis. 

Lester and Stout’’ had five fatal, malignant 
(metastasizing) cases (out of 58). Two of 
these were diagnosed borderline malignancy 
and one had a simple mastectomy and the 
other local excision. Another was considered 
benign and was treated by x-ray before meta- 
stasis. 

Farbman* reported a case where a 6 x 5 
cm. encapsulated tumor recognized for eight 
days was excised and diagnosed as “a malig- 
nant fibrous connective tissue tumor” by one 
pathologist and “a spindle cell sarcoma arising 
from an intracanalicular fibroadenoma . . . . of 
local malignancy only” by another. In two 
months an encapsulated tumor of the same 
size recurred and a simple mastectomy was 
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done. The tumor recurred in two and one-half 
months in the scar and at this time there was 
no capsule and at operation the tumor was 
“scooped out”. 


Ross** had a patient with a two year old 
tumor removed by radical mastectomy. There 
was evidence of low-grade malignancy in the 
connective elements but none in the epithelial. 
Eighteen months later the tumor recurred 
locally and through the chest wall into the 
mediastinum. After removal it recurred again 
in 4 months. The growth was at first encap- 
sulated and easily dissected out but at the 
third and fourth operation, it was an in- 
filtrating mass which could not be completely 
removed. 

The latest interesting recorded case is by 
Reich** from Bellevue Hospital and this con- 
cerns the only recorded bilateral malignant 
cystosarcoma phyllodes. In February 1942, a 
lump in the left breast enlarged with preg- 
nancy and was excised. Thirteen months later 
a radical mastectomy was done for the recur- 
rence. In March 1950 a small “adenoma” was 
removed from the right breast followed in 
June 1953, after childbirth, by a radical 
mastectomy for a large tumor. Recurrences 
were excised in March and August 1955. At 
death in January 1956, there was widespread 
intra-abdominal metastasis with one tumor 
measuring 25 x 20 x 15 cm. The lungs, thyroid, 
ribs and vertebrae were also involved. 

Case Report I 

Miss C. C., white, age 58, was seen in my office as 
a referral from Dr. A. I. Josey. The day before she 
had noticed an enlargement of her right breast and 
it had seemed harder than normal. There was no pain, 
no nipple discharge and no history of breast tumors 
in her family. The right breast was considerably 
larger than the left (which was normal throughout ) 
and contained a hard non-tender tumor at least 4 
inches in diameter which was unattached to the skin 
and freely movable. The nipple was normal and 
there were no palpable axillary lymph nodes. In 1952 
I had locally excised a “papillary type adeno- 
carcinoma” of the posterior vaginal wall at the 
hymenal ring. There has been no apparent recurrence 
of this lesion. In 1952, she had an acutely suppurative 
appendix removed. She was a_ highly intelligent 
secretary spinster but admitted that she seldom ex- 
amined her own breasts. Her health was apparently 
good and she was literally amazed at what was told 
her about the size of the tumor. 

She was admitted to the Columbia Hospital on 
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Figure I 
Showing the size and cut surface of the mass with 
large cystic spaces and finger-like projections found 
throughout. The word “phyllodes” meaning “leaf-like 
comes from these projections. 


February 2, 1958 for removal of the tumor and I 
frankly did not know its nature although I felt it was 
not malignant. Her studies (including a chest x-ray 
film) were perfectly normal and at operation the 
tumor was excised locally and examined by Dr. 
DuBose Dent. He immediately diagnosed the lesion 
grossly, and confirmed it by frozen section as “cysto- 
sarcoma phyllodes”. His advice was to do a simple 
mastectomy and this was accomplished without diffi- 
culty or complication. Paraffin sections confirmed the 
diagnosis and blocks were ordered sent to Dr. Pratt- 
Thomas at the Medical College of South Carolina 
and Dr. Fred Stewart of New York City. Both 
pathologists agreed with Dr. Dent’s opinion as to 
diagnosis and correct surgical procedure. 

The tumor measured 11 cm. in its greatest diameter 
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Figure Il 

H. & E. Stain, 50X. Note the dilated ducts and the 


close proximity of the sarcomatous component. 
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Figure IV 
H. & E. Stain, 400X. A view to show the tumor giant 
cells and large spindle cells in the sarcoma. 


and was as described by Miiller in 1838. For some un- 
known reason, it was not weighed. There was com- 
plete agreement on the low-grade malignancy of the 
connective tissue stroma and no evidence of malig- 
nancy in the epithelial components. To date, there has 
been no recurrence and the patient is apparently 
healthy. 
Case Report II 
Mrs. S. McC., age 68, white, was admitted to the 
Baptist Hospital on October 23, 1958 as a patient of 
Dr. Charles Crews to whom I am indebted for allow- 
ing me to add this case to mine. 
The patient had noticed a small, hard mass in the 
upper, outer quadrant of the left breast about one 
month before admission. It had not been tender or 


painful but after being in the hospital it had become 
tender and painful. The mass felt to be about 3 to 4 
cm. in diameter, freely movable and unattached to the 
skin. The nipple was normal and no axillary lymph 





Figure III 
H. & E. Stain, 400X. Note the normal epithelial lining 
of the duct resting upon sarcoma. 
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nodes were palpable. She had had a hysterectomy for 
fibroids about 20 years before this and was otherwise 
in good health. Her studies were within normal limits. 
The mass was excised by Dr. Crews and the frozen 
sections were diagnosed as a fibroadenoma. Paraffin 
sections, however, revealed a cystosarcoma phyllodes 
and on October 28, 1958 a simple mastectomy was 
done. The mass was 3 cm. in diameter and was 
typically that of cystosarcoma phyllodes without 
malignant change in the epithelial elements. The pa- 
tient has had no recurrence to this date (November 
1959). 
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MANAGEMENT OF BRILL-SYMMERS’ DISEASE 
THROUGH CHEMOTHERAPY 


JOHN R. SAMPEY, Ph.D. 
GREENVILLE, S. C.* 


rill-Symmers’ disease, or giant follicle 

lymphoma, is a malignant tumor which 

is responsive to chemotherapy. The 109 
cases reviewed in this study from the litera- 
ture of the last decade are too limited in num- 
ber for generalizations, but they do indicate 
that this neoplasm is subject to management 
with chemicals which have been useful in 
other malignant lymphomas and reticuloses. 
Nitrogen mustards have been the most fre- 
quently employed chemicals in the therapy of 
acute leukemia,2® Hodgkin’s  disease,27 
lymphosarcoma,?® reticulum cell sarcoma,?® 
mycosis fungoides,2 and Brill-Symmers’ dis- 
ease. Radioactive phosphorus holds second 
place in the therapy of chronic myelocytic 
leukemia,?? chronic granulocytic leukemia,2 
acute leukemia,2® and Brill-Symmers’ disease, 
and adrenal steroids are the third most used 
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chemicals in the control of lymphosarcoma,?5 
reticulum cell sarcoma,?® and Brill-Symmers’ 
disease. Antibiotic and triethylene melamine 
also play a dominant role in the treatment of 
all the above malignant blood diseases. 
Nitrogen Mustards 

Sixty-three patients with Brill-Symmers’ dis- 
ease in this study were treated with N- 
mustards. Sellei and Eckhardt?° employed 
BCM (1, 6-bis (2-chloroethylamine )-1, 6-de- 
oxy-D-mannitol dihydrochloride ) to induce re- 
missions ranging from two to 24 months in 7 
of 9 giant follicular lymphomas. Szentklaray3" 
described 5 good and one fair objective re- 
sponse and 6 good and one fair subjective im- 
provement in 8 patients on degranol, and Bar- 
low, et al,' noted one complete and one par- 
tial remission in two cases with this N-mus- 
tard, but they reported severe bone damage 
and digestive tract upset with the drug. Rider 
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and Warwick'® tested two aromatic N-mus- 
tards on 14 patients: only one of 8 patients 
given R48, (N, N-di-2’-chloroethyl-2’-napthyl- 
amine), had a remission of several months, 
and no response was seen in 6 cases treated 
with R151, (N, N-bis (2-chloropropy])-na- 
phthylamine. 

Windeyer?? observed some remission in 16 
patients with a combination of x-rays and 
HN2, (dichloroethylamine), and Hall and 
Olson? reported remissions in three of four 
patients on the same combination therapy. 
CocciS employed x-rays and N-mustard in 
three Brill-Symmers’ cases for a fair response, 
while Wéckel and Schreiber34 had a good re- 
sponse in one patient treated with x-rays and 
HN3, (trichloroethylamine ), but a second pa- 
tient died of hemorrhage under the therapy. 
Rollins and Shaw?° and Hochman and Icko- 
wicz® observed good clinical response in 
single cases of giant follicle lymphomas, fol- 
lowing the administration of ACTH and N- 
mustard, and cortisone and N-mustard, re- 
spectively. Bohnel and Stacher* employed 
x-rays, N-mustard, TEM, and sanamycin to 
obtain good remissions in three patients. 

Adrenal Steroids 

These hormones rank next to N-mustards in 
the number of studies which have been con- 
ducted on the control of Brill-Symmers’ 
tumors. Marchal, et al,'3 reported the best 
results in patients with B-S disease of any pa- 
tients with malignant blood diseases who were 
treated with ACTH and cortisone; in testing 
80 patients (30 cases of leukemia, 35 of Hodg- 
kin’s disease, etc.) they noted the best re- 
gressions in two cases of giant follicle 
lymphoma. Meduri and Notario'* found ATP 
(adenosinetriphosphoric acid) therapy alone 
ineffective in two patients with B-S disease, 
and three with Hodgkin’s disease, but asso- 
ciated with TEM or prednisone there was 
clinical improvement and less toxicity in all 
five cases treated. Scafi and Mertinelli?® found 
no symptoms of the disease for seven months 
after placing one patient on prednisone, and 
Ricci and Querirolo'? described a long re- 
mission in another patient on this hormone. 
Hill, et al,* recorded a partial response after 
massive therapy with prednisone and pred- 
nisolone in one patient. Attention has already 


been called to the results of combination 
therapy with N-mustards and corticosteroids.® 
Triethylene Melamine 

Beizer, et al,2 observed a good clinical re- 
sponse in one of two patients with B-S disease 
after TEM therapy, and Blackburn and King? 
judged the improvement in one advanced case 
worthwhile. Kriickemeyer and Riegel'' noted 
the similarity in action of TEM and x-rays in 
another case. Comments have been made on 
the study of Bohnel and Stacher* with TEM 
in B-S tumors. 

Antibiotics 

Riegel and Kriickemeyer'® reported a fair 
response in three patients with B-S disease 
therapy with sanamycin, and Kabisch'® noted 
palliation in three cases on x-rays and the 
same antibiotic. Ravina'® induced a good re- 
mission with actinomycin C, and Olmer'® 
classed his response as fair hematologically 
and clinically in this antibiotic. The results of 
Bohnel and Stacher* with sanamycin have 
been noted. 

Radioactive Isotopes 

Lawrence and Donald‘? induced three ex- 
cellent remissions to 20 months in 16 patients 
with B-S disease after P** therapy, and they 
rated three other responses as good, and three 
as fair. Desgrez, et al,6 noted some improve- 
ment in two cases following the use of radio- 
phosphorus or x-rays. Werff and Haanen32 
found radiobismuth produced complete _re- 
missions in two patients, but that three far 
advanced cases failed to respond. 

Summary 

Table I summarizes the management of 
Brill-Symmers’ disease through chemotherapy. 
The good remissions of column 3 range from 


TABLE I 
Control of Brill-Symmers’ Disease Through Chemo- 
therapy. 
No. of Good Fair 
Chemicals Cases Remissions Remissions 
N-mustards 63 12 16 
Radioisotopes 23 8 5 
Adrenal steroids 11 4 7 
Antibiotics 8 1 7 
TEM 4 ref 3 


complete absence of clinical symptoms of the 
disease and normal blood pictures to marked 
improvement clinically or hematologically for 
periods ranging from weeks to months. The 
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showing of 12 good and 16 fair responses in 
63 patients treated with N-mustards is better 
than that indicated, for Windeyer3? failed to 
record the number responding in 16 cases. 
Four chemicals widely used in the control of 
malignant blood diseases,2# namely, myleran, 
folic acid antagonists, colchicines, and urethan, 


apparently have not been given clinical trials 
in Brill-Symmers’ disease. 
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MEDICAL COLLEGE CLINICS 
THE MEDICAL COLLEGE OF SOUTH CAROLINA 


ELECTROCARDIOGRAM 
OF THE MONTH 


Primary pulmonary hypertension 


Date Groom, M. D. 
Dept. of Medicine 


Case Record—The finding of a high pressure in the 
pulmonary artery without evidence of any cardiac or 
pulmonary pathology to which it could be ascribed 
was the basis for the diagnosis of primary pulmonary 
hypertension in this patient. Her history was one of 
a normal birth and development but conspicuously 
poor physical endurance since early childhood. By 
adolescence she had experienced orthopnea and dis- 
abling exertional dyspnea, only partially relieved by 
digitalis, and there were said to have been several 
instances of unexplained syncope and at least one of 
hemoptysis. While still in her teens she began com- 
plaining of intermittent pain in the substernal area 
with radiation into the axillae and down both arms. 

Pertinent physical findings were a greatly ac- 
centuated second heart sound at the pulmonic area 
with a systolic murmur of moderate intensity along 
the upper left sternal border, and a forceful thrust 
felt over the precordium on systole. The systemic 
blood pressure was normal. There was no cyanosis at 
rest, no clubbing or polycythemia. 

Special diagnostic studies carried out at various 
times on this patient included angiocardiography, 
aortography and three cardiac catheterizations. All 
failed to disclose any intra- or extracardiac shunt. 
Pressures recorded in her pulmonary artery (which 
was grossly enlarged, as was the right ventricle) 
ranged from 105 to 150 mm. of mercury systolic, 70 
to 75 diastolic. Her arterial oxygen saturation which 
had been reported as 95% at age 16 had dropped to 
84% at age 20 when this electrocardiogram was made. 
Electrocardiogram—The right axis deviation is com- 
mensurate with the very high R waves in the right 
precordial leads which show delayed intrinsicoid de- 
flections (approximately 0.04 sec. after onset of the 
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QRS). Also in these leads the S-T segments are de- 
pressed up to 3 mm. and the T waves inverted. The 
actual Q-T interval is probably within the normal 
range for this heart rate of 80 in a woman though it 


99 








may appear prolonged in places, perhaps due to ac- 
centuation of U waves. 

At the far left precordium the potentials are rela- 
tively smali. The QRS of Vz looks like a normal 
“transition zone” complex such as is usually seen in 
the V; or V; positions, its displacement toward the 
left generally being indicative of a clockwise rotation 
of the heart as viewed from below. 

In some leads the QRS complexes are slurred or 
notched but their width is consistently less than 0.08. 
No signs of atrial hypertrophy can be seen in the P 
waves which are normal throughout. 
Discussion—This electrocardiogram illustrates an ad- 
vanced degree of hypertrophy involving selectively 
the right ventricle. The mounting overload or 
“strain” imposed on that chamber is signified by the 
S-T depressions and T wave inversions which, though 
they may be exaggerated by digitalis, became more 
prominent as the patient’s cardiac reserve declined. 
Her entire clinical picture is consistent with the 
pressures of five to six times normal which were 
demonstrated in the right ventricle and pulmonary 
artery by cardiac catheterization. 

Usually hypertension in the pulmonary (arterial ) 
circulation is secondary to some intrinsic pulmonary 
disease such as emphysema, fibrosis or pulmonary 
emboli, or to an abnormal shunt of blood from the 
left to the right side of the heart (e.g., septal defects, 
patent ductus arteriosus). Stenotic obstruction of the 
pulmonary outflow tract of course raises the intra- 
ventricular pressure but does not permit its trans- 


mission into the pulmonary artery, thus subduing 
rather than intensifying the pulmonic second heart 
sound. Distinguished from these secondary types is 





Coronary and aortic atherosclerosis in the Negroes 
of Haiti and the United States. Dale Groom, M.D.., 
F.A.C.P., E. E. McKee, M.D., Charles Webb, M.D., 
Faye W. Grant, Ph.D., Charleston, Vergniaud Pean, 
M. D., Edith Hudicourt, M.D., Port-au-Prince, Haiti, 
and James Dallemand, M.S., Detroit, Michigan. Ann. 
Int. Med. 51:270—August 1959. 

The degree of coronary and aortic atherosclerosis in 
267 autopsies of Haitian and American Negroes was 
graded on a scale of 0 to 4 by the same pathologist, 
their individual age, sex and country of origin un- 
known to him. Routine autopsies, covering all types 
of mortality over age 20, were utilized as representa- 
tive samples of the two population groups. 

Hearts of the American subjects averaged almost 
double the degree of atherosclerosis in the coronary 
arteries, whereas no such difference was observed in 
the corresponding aortas. This held true for both 


the category of primary pulmonary hypertension for 
which there is no demonstrable cause. In all types the 
pressure in the pulmonary circulation can equal or 
even exceed that on the systemic side. 

Primary pulmonary hypertension is a rare disease 
characterized clinically by progressive enlargement 
and failure of the right ventricle, often with syncope 
and anginal type pain, ultimately cyanosis and early 
death. It is found chiefly in young adults and, as its 
name implies, the etiology is unknown. Extensive 
vascular changes found in the lungs at autopsy— 
narrowing and sclerosis of the pulmonary arterioles, 
analogous to that of essential hypertension—have led 
to the view that the elevation of pressure is a con- 
sequence of the increased resistance offered by nar- 
rowed arterioles, hence not actually the primary 
factor. However, cases with minimal arteriolar ab- 
normality have been cited in support of the opposite 
view, that it is the pressure elevation which occurs 
first, followed in time by irreversible vascular changes. 
A division of primary pulmonary hypertension into 
two types, those cases with and those without arterio- 
lar sclerosis, has been advocated on _ pathologic 
grounds, but the major consideration from the clinical 
standpoint is the differentiation from them of patients 
in whom the elevation of pressure in the pulmonary 
circulation is secondary to a shunt or some other 
lesion, potentially subject to correction. 

Electrocardiograms showing such an extreme de- 
gree of right ventricular hypertrophy are much more 
typical of congenital than acquired lesions. Both the 
history and ECG of this patient suggest that her dis- 
ease, if not congenital, was present during the early 
developmental years. 


males and females, and at virtually all age levels. 
Coronary grades of male subjects from both countries 
increase similarly with age to a semblance of a plateau 
in the 40's; those of the females showed a remarkably 
uniform ascent from the lowest values to the highest 
at 60 and beyond. 


Vital statistics proved to be a remarkably inaccurate 
index for comparing the incidence of coronary dis- 
ease in such contrasting civilizations. 


The apparent predisposition of the American group 
to coronary but not to aortic atherosclerosis—a highly 
significant difference statistically—suggests the im- 
portance of factors other than diet in the etiology of 
coronary disease. Conceivably, these factors may in- 
clude the more stressful environment, and the greater 
complexity, mechanization, education and com- 
petitiveness of the Negro’s life in the United States. 
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THE GREENVILLE COUNTY MEDICAL SOCIETY 
HISTORICAL SKETCHES 
CRISIS AND REACTION 


J. DECHERD GUESS, M. D. 


This is the eighth of a series of articles, adapted from 
the book A Medical History of Greenville, South Caro- 
lina, written by the same author, and which was 
published by the Greenville County Medical Society 
in 1959. 
he year 1937 was one of ferment and 
T change in organized medicine in South 
Carolina. The movement began in Col- 
umbia, and spread to several of the larger 
societies. These societies became foci of help- 
ful influence. All doctors in the surrounding 
areas were invited to share equally with their 
own members all the stimulation and instruc- 
tion which became available. 

The movement had three interrelated fea- 
tures. These were the publication of a monthly 
society bulletin, a reception and dutch supper 
each month, and a monthly program of semi- 
nar quality with a speaker of national reputa- 
tion. 


The Recorder was the name given to the 
Columbia Society bulletin. Its first number 
contained the following: 

“In furtherance of its progressive policies, 
the Columbia Medical Society wishes to an- 


nounce a departure from the . . . program 
which has heretofore characterized its meet- 
ings . . . Our meetings will be signalized by 
addresses from physicians of national reputa- 
tion . . . Another new feature will be the 
issue of a monthly publication . . . which will 
serve as a repository of the society for the in- 
formation of absent members . . .” 

Many Greenville doctors began attending 
the meetings of the Columbia Society more or 
less regularly. They liked the meetings, and 
they liked The Recorder. 

When Dr. W. Thomas Brockman was 
elected president of the Greenville County 
Society for 1938, he immediately suggested 
that the Society follow the leadership of Col- 
umbia. His suggestion was enthusiastically 
adopted. Volume I, Number 1, of The Bulletin 
of the Greenville County Medical Society was 
in the mails a few days before the date of the 
February meeting. It was sent to all South 
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Carolina doctors and to doctors in bordering 
counties of Georgia and North Carolina. 

The leading article in The Bulletin that 
first month was a signed article by President 
Brockman. He said: 

“The year of 1938 started off with a bang 
for the Greenville County Medical Society. It 
was the almost unanimous opinion at our first 
meeting on the night of January 3rd, that we 
must embark on a more ambitious Society pro- 
gram. It was obvious that the time was ripe to 
begin a monthly bulletin and for a more 
ambitious scientific program each month. 
Along with these, a movement was begun to- 
wards ultimately securing for ourselves a 
home, a permanent place of meeting, or an 
Academy of Medicine, if you like, where we 
can meet in comfort and have such facilities 
as a library, an amphitheater, a dining room, 
a gymnasium, a lounging room, etc. Such a 
home will tend to unite us more. closely. 

“There is a need for more unity in medicine. 
Is it safe and sane that we coast along while 
all about us merchants, labor, industry, and 
business are becoming more united? Are we 
safe to stand by, poorly organized, and watch 
our inherited rights as physicians, and 
guardians of public health gradually being 
trampled upon? No! We need all of these and 
more to withstand the inroads that all of us 
have felt in recent years are being made upon 
us. We are not a vital influence as an or- 
ganization locally. We need this better or- 
ganization socially, we need it scientifically, 
and economically. 

“Greenville is geographically the center of 
the Piedmont section of South Carolina and 
parts of North Carolina and Georgia are close 
enough to unite with us in our efforts to have 
outstanding men come and address us on 
occasions. I am confident that our neighboring 
county societies will gladly join us in an effort 
to make all of us better doctors. The paved 
highways make it practicable for us to meet 
together each month throughout the year. 
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“As President of the Greenville County 
Medical Society I earnestly beg you to join us 
in this forward step. Members of neighboring 
county societies are extended a hearty invita- 
tion to meet with us.” 

Proposals had been discussed and tentative 
plans had been made at the January meeting. 
That meeting was graphically described in an 
editorial in the first number of The Bulletin. 
The editor worte: 

“A crisis occurred in the life of the Green- 
ville County Medical Society on January 3, 
1938. This crisis really had its beginning at the 
December meeting of the society when officers 
for the ensuing year were elected. Dr. W. 
Thomas Brockman, in his inaugural address, 
proposed certain progressive reforms which 
he hoped would come about in 1938. His re- 
marks served to set the members to thinking. 
They came to realize that things had gotten 
into a rut, and that interest in the society meet- 
ings was lagging. 

“This thinking found expression in the 
January meeting and when started, the ex- 
pressions, proposals, and plans came fast. Dr. 
George R. Wilkinson started things off. He 
proposed that the society undertake the pub- 
lication of a monthly bulletin and that the 
bulletin be sent not only to the members, but 
to doctors in the surrounding counties. 

“The general discussion which this proposal 
aroused naturally led to a suggestion made by 
Dr. W. S. Judy, namely: that revival of inter- 
est and enthusiasm created by a well-edited 
bulletin should give rise to a better type of 
program, one that, while not neglecting the 
training of local doctors in the preparation and 
presentation of papers should provide in- 
struction of postgraduate caliber. He suggested 
that leaders in the various fields of medicine 
be invited to address the society from month 
to month, and that doctors from the surround- 
ing counties be invited regularly to these meet- 
ings. Dr. Judy’s suggestion aroused a hearty 
response. 

“This suggestion led to another. Dr. Hugh 
Smith asked where the society would hold 
such meetings as were proposed? He called 
attention to the fact that since its beginning 
the society had moved from pillar to post, and 
that the nurses’ lecture room where the meet- 


ings are now held is overcrowded when there 
is a full attendance of the members. He pro- 
posed that the society take steps looking for- 
ward to the building of a permanent home, 
with a large and properly equipped audi- 
torium. Enthusiasm was already aroused. It 
would have been a good time to start a sub- 
scription list, but instead words and sug- 
gestions as to methods of approach were freely 
given, and ardor did not cool until the treas- 
urer, Dr. Jack Jervey, suggested that pro- 
posals under discussion would necessitate an 
increase in yearly dues. He mentioned that the 
county society dues were only $8.00, and that 
the state dues had been raised to $6.00. 

“After much discussion a practical enthusiast 
moved that a committee, to consist of the four 
officers of the society, ex-officio, and five others 
be appointed by the chair; that the committee 
be authorized to study the various suggestions 
discussed, and that it be given executive 
power to put into operation such of them as 
were deemed practicable. The motion passed 
without a dissenting vote. 

“The chair appointed Drs. B. C. Bishop, 
George R. Wilkinson, W. S. Fewell, Hugh 
Smith, and J. Decherd Guess to serve on this 
committee. 

“Dr. Brockman called this committee to- 
gether on January 17. Various details were 
discussed and a program of progress was 
launched. This month The Bulletin makes its 
initial bow as a result of that meeting. The 
editor-in-chief and the publication committee 
were selected and were instructed to get the 
first number into the mails before the February 
meeting. 

“The matter of a home for the society will 
have to wait until a later time. The committee 
plans a survey of the matter during the spring 
and summer and expects to be able to offer a 
concrete proposal in the early autumn.” 

It was also at the January meeting that a 
postgraduate type of program was inaugu- 
rated. Dr. John F. Rainey was the speaker. 

Dr. Rainey was then an associate of Dr. 
George Wilkinson. He later moved to Ander- 
son, where he has enjoyed a large practice in 
internal medicine. His subject was “Con- 
gestive Heart Failure.” The fact that he was 
a local doctor in no way detracted from the 


102 THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 





quality of his address. He spoke with skill and 
assurance, and amply demonstrated that 
distant medical educators need not necessarily 
surpass those nearer home. 

The March meeting was a symposium on 
obstetrics. It was a joint project of the county 
society and the State Committee on Maternal 
Welfore. The late silver-tongued Oren Moore 
of Charlotte, Dr. Robert W. Ball of the 
Maternal and Child Health Division of the 
State Board of Health, and Dr. Harold M. 
Allison of Greenville were the speakers. 

Dr. J. K. Hall of Richmond spoke at the 
April meeting. Dr. Hall was a brilliant psy- 
chiatrist and a very entertaining speaker. His 
subject was: “Can Professional Individualism 
Survive in Medicine.” 

By mid-summer, the membership of the 
society was rapidly nearing 100. By autumn, 
a committee of Greenville doctors and other 
public spirited citizens were working to or- 
ganize South Carolina’s first Blue Cross Hos- 
pital Care Plan. Drs. C. C. Ariail, J. L. Ander- 
son, C. O. Bates, T. B. Reaves, and George R. 
Wilkinson were active on the committee. Dr. 
C. C. Ariail served as secretary of the organiza- 
tion for many years. The plan was limited in 
operation to Greenville County. It was unique 
in that it was the first plan in the country to 
base its hospital benefits on ward accommoda- 
tions. 

Dr. Poole resigned the editorship of The 
Bulletin at the end of 1939. Under his gui- 
dance, it had become well established and its 
value thoroughly recognized. The entire pro- 
gram initiated at that Janaury meeting in 1938 
was still moving in high gear. The society 
meetings were well attended. Men from 
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neighboring counties attended regularly. No 
difficulty had been experienced in securing 
outstanding medical educators to appear on 
the society programs. Society members were 
learning by listening. Unfortunately, difficulty 
was encountered in including in the programs, 
well prepared papers by local doctors. In that 
respect, the Greenville society failed to follow 
successfully the pattern set by the Columbia 
society. 

It has been twenty years since new life was 
pumped into the Greenville County Society 
by Tom Brockman and his colleagues. The 
success of the Columbia society’s effort had 
acted as a fine example and a strong incentive 
to the Greenville group. The Bulletin has never 
missed publication on: time. The character 
and quality of the scientific programs have 
been sustained. As the society has grown in 
members, the actual number of members at- 
tending the meetings has increased. Percent- 
age wise, based on total membership, the at- 
tendance seems not to have been so good, per- 
haps. 

There has become evident a certain rest- 
lessness and dissatisfaction with the meeting 
place and the quality of the meals. Unfortu- 
nately, a society home which had been so 
enthusiastically visualized in 1939, is far from 
a reality. Gifts to help make it so are neither 
so generous nor so frequent as they were at 
first. Doctors are still prosperous and they are 
still generous. But calls have increased, homes 
had to be provided, living costs are higher, 
and many new offices have been built and 
equipped. One cannot finance a medical 
foundation under the G. I. bill nor can it 
prosper under a twenty or thirty year plan. 





PRESIDENT’S PAGE 


I wish to remind you delegates who voted to meet at Myrtle Beach this year, that it is im- 
portant to support your organization in person. It is imperative that you attend the meeting 


with your presence at the scientific session. 


The Program Committee consisting of Dr. William H. Prioleau, Chairman, Dr. Dale 
Groom and Dr. George Durst, have put forth much time and effort in securing excellent 
men in medicine to conduct our meeting. It is your duty to participate and show your inter- 
est by giving them your attention. You being there are the ones to benefit as we are receiving 
the instructions and the knowledge of these experts. You stand to improve your methods in 


treating your patients and give them better and more discreet treatment. 


Make your reservations early at the headquarters hotel, The Ocean Forest Hotel, as there 
is a real treat in store for you as the President-elect of the American Medical Association, Dr. 
Vincent Askey, will address us on Thursday evening, May 19th. The dessert for the banquet 
that evening is a talk from the Honorable James F. Byrnes who is the greatest statesman South 


Carolina ever produced. These messages you cannot afford to miss. 


William Weston, Jr., M.D. 


President 
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RE: CRITICISM OF DOCTORS 

Much is being said and written about 
changes which have occurred in the attitudes 
of the public toward doctors. It seems that 
this “bear baiting” of doctors, as it were, is 
more prevalent among laymen and lay writers 
than it is among doctors. It seems to have be- 
come rather fashionable for writers, profes- 
sional “do gooders” and politicians to take a 
dig at doctors and at medical organizations 
with slight or even no provocation. As is so 
frequently stated even by unfriendly critics, it 
is doctors in the mass who are the subject of 
criticism, and not individual practitioners. 

There are two good reasons for this. “My 
doctor” implies a highly personal relationship 
between an individual and an individual doc- 
tor. There is no organization of the admirers 
of any given doctor, and therefore no mouth- 
piece for the affection and respect felt for him. 

There are relatively few of these “beloved 
physicians,” they are themselves not organized, 
and so they do not create mass opinion. 

The great group of present day physicians, 
regardless of their many good attributes, are 
not “beloved physicians,” and they collectively 
are responsible for mass attitudes toward the 
profession. The most that can be said for them 
is that they are skillful, or thorough. Rarely is 
it said of them that they are kindly, or that 
they come night or day when called, or that 
they stayed at the bedside all night long. 

Perhaps, it is difficult to love a man who 
lives in a so much better home than you do, 
who drives a so much more expensive car, 
whose wife dresses so much better than your 
wife does, and who hesitates about paying a 
call at night or “after hours” or on Saturdays 
and Sundays, and who sends you a bill 
promptly and writes you a letter or calls you 
on the phone if you allow your account to be- 
come as he terms it “delinquent.” 

Perhaps, it is difficult to love a doctor who 
advises admission to hospital for what seems 
to you to be a minor illness, and then spends 
your money as freely as water in having done 
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many x-ray and other diagnostic examinations, 
while he pursues the game of treating “the 
man instead of the disease” or of treating the 
“whole man.” It is not so bad when an insur- 
ance company pays the entire bill. It becomes 
outrageous when it refuses to pay for diag- 
nostic surveys. Then, perhaps, one wonders at 
the physician’s zeal and questions his good 
faith—unless the patient and the doctor are 
in such complete rapport that the doctor is 
his “beloved physician.” 

Perhaps, we doctors-do not realize how 
much criticism is directed at doctors from 
within the profession. It is considerable, and 
it is harsh. It should command study by medi- 
cal faculties. It should be recognized by the 
profession. 

Recently, the writer planned an article deal- 
ing critically with the trends in medical prac- 
tice. The article was already mapped out, 
when he looked through two current journals 
and found four articles dealing with the same 
subject. So much of what was said by the 
authors was so nearly like what he had in- 
tended to say, that he had to replan his article, 
so as to give credit to the other authors for 
what he was about to say as original thought. 

The author’s article will be published in 
The Journal. Its thesis will be denied by many 
readers. Those who are tempted to criticize it 
too harshly might bear in mind that in effect, 
it is a collaboration by four observers of mod- 
ern medical practice. 

J. Decherd Guess, M. D. 


JOURNALS WITHOUT END 

To introduce a new Journal by bemoaning 
the great multiplicity of medical journals is 
probably not a very politic approach. Some 
day some solution will be reached toward 
making information available in a less elab- 
orate way 

A new journal to be published by C. V. 
Mosby Company called Clinical Pharmacology 
and Therapeutics is announced for January, 
and is no doubt, barring the usual delays of 
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printers and editors, now to be had. This is 
described as a clinical discussion of pharma- 
cology and therapeutics and aims to bring 
together and winnow and condense the im- 
mense amount of information which is scat- 
tered throughout many journals and coun- 
tries. It has a list of able members of the edi- 
torial board, and promises to be a useful pro- 
duction. Being the official publication of the 
American Therapeutic Society it should con- 
tain authenic and usable material. 


PUBLIC RELATIONS BEGIN OR END 
AT HOME 

The other day one of our colleagues told us 
about an experience which one of his patients 
had recently had. She had called him in tears 
to protest humbly against an experience which 
she had just been through. It seems that her 
child was ill, and instead of calling her usual 
doctor, since he lived at some distance, she 
had called one of the doctors in her immediate 
neighborhood. The doctor had made no pro- 
test about coming, but apparently on his way 
he had worked himself into some sort of stew, 
and came storming into the house complaining 
about being called out—it was not late at 
night—and being worked so hard that he 
thought he would not survive. He went 
quickly over the sick child, administered peni- 
cillin, said a very few words, and took himself 
off grumbling about the situation. From all 
accounts, the mother had been neither de- 
manding nor urgent. Perhaps her impression 
of the doctor’s manner and approach had been 
somewhat exaggerated, but even so, the in- 
cident was enough to send her into tears and 
reproaches. 

Let us hope that whatever animus she might 
have developed against this particular doctor 
will not be carried over to the whole profes- 
sion. Fortunately, she is a reasonable person, 
but not every patient is. One is led to wonder 
what the organized efforts of the profession to 
maintain agreeable public relations can ac- 
complish in the face of many incidents of this 


kind. 


FUND RAISERS 
Almost every disease has an organization 
whose aim is to investigate and eradicate it if 


possible. Many of these societies have taken 
pains to justify the effort by proving the need 
for it, and have secured the endorsement of 
medical people who are capable of passing 
judgment on the value of the activities. Some 
of them have not bothered to do more than set 
themselves up and go to work without showing 
that their effort is not duplicating that of other 
groups, and some of them have done very 
little that can be seen with the money which 
has been raised for their special objectives. 
The tendency is for those people who are 
active in the effort, and especially those who 
have to contend in their families with condi- 
tions which they recognize as serious and 
difficult to proceed on a sort of blind approach 
to a problem which they do not see in its 
larger connotations. The older and well recog- 
nized organizations make available to those 
who are interested statements as to their 
methods, objectives and expenditures, and 
seek endorsement from professional bodies. 
Their names are familiar to all of us. 

For some years a relatively new society 
which has interested itself in the problem of 
cerebral palsy has been carrying on a cam- 
paign in South Carolina for raising funds, 
predicating its effort on the statement that the 
problem of cerebral palsy is not cared for 
sufficiently by existing organizations. There 
has been no effort to secure endorsement by 
organized medical groups, and it has been 
difficult to see where the funds have been ex- 
pended and what the results are. Lately the 
efforts of this body have become much more 
vigorous, and drives have been set up in vari- 
ous parts of the state without regard to local 
opinion and without full explanation of what 
the purposes are. Certain claims have been 
made that activities are supported by the 
money which has been collected, but in more 
than one instance the claims could not be 
verified. 

It is unfortunate that with the multiplicity 
of drives there cannot be a better correlation, 
and a frank realization that it may be possible 
to dilute the efficacy of all of the activities by 
bad management and bad approaches to the 
problems which they seek to solve. Certainly 
the existence of a need, an honest campaign, 
and a method of use of funds which is open to 
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inspection by the public and by the profession 
are the least necessary requirements for proper 
recognition and support. 


REPORT OF A DELEGATE TO THE 
CLINICAL MEETING OF THE A. M. A. 
DALLAS, TEXAS 


George Dean Johnson, M. D. 


Medicare was discussed by General Wergeland. 
Utilization was so high at first that restrictions had 
to be imposed. These restrictions will be lifted in part 
beginning January 1961. Some of the items to be 
restored are: (1) Injuries on an outpatient basis; (2) 
certain surgical hospital cases; (3) emotional dis- 
turbances — 21 day limit; (4) uncomplicated optional 
surgery. The general was high in his praise of the 
tvpe medical care received by dependents and felt 
that everyone was well pleased. On or near a military 
base the commanding officer still has sole discretion 
as to whether a dependent shall be admitted to a 
service hospital or go to a private or community hos- 
pital or doctor. In roughly three years about two 
hundred million dollars have been paid out — 51% 
to physicians and 49% to hospitals. By 1961 it is 
estimated that 81 million dollars will be necessary. 

Several states have a program which is relatively 
unknown in our state. It is called a public assistance 
program in California. It is primarily for (1) old age 
needy, (2) aid to needy blind, (3) aid to needy 
children. In setting up this program the California 
Medical Association set up three requirements: (1) 
Free choice of physician; (2) Blue Shield as the fiscal 
agent; (3) Home and office care only. There are in 
California out of about 17 million population 450,000 
recipients of this program. 29 million dollars are re- 
quired to pay for it — with the State and U. S. Gov- 
ernment each paying half. 

In the first year utilization almost bankrupted the 
plan with 60% going to drugs. Drugs had to be re- 
stricted and only emergency surgery was allowed. The 
plan is actuarily sound now. 

In Florida, the system is different in that all physi- 
cians’ fees are paid into the State Medical Foundation. 
Admittance to a hospital is only by approval of a 
physician. 

Illinois has had a program of this type since 1942. 
This plan furnishes complete medical care to the 
indigent. A fee schedule was set up and a review 
committee to pass on over-utilization, over-usage of 
drugs, over-hospitalization, and over-use of home 
visits was established in each county. Five years ago 
direct payment to physicians was started by the Com- 
mission for Public Aid and immediately utilization 
went up. Physicians over the state now receive $246,- 
000.00 per month and drugs cost $350,000.00 a 
month. 

In Colorado all pensioners and others receiving 
state and federal aid are handled through Blue Cross- 
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Blue Shield. This works to everyone’s advantage and 
may be the answer to the Forand Bill. 

The State of Washington has had a working plan 
since 1934. Each county has a prepaid plan. There 
are 124,999 out of a population of 2,700,000. There 
is full and complete medical and dental coverage— 
necessary or optional. At one point $60,000.00 per 
month was being spent on tranquilizers. This had to 
be cut in half. Ninety percent of physicians partici- 
pate. Screening is done at the county level. Another 
control is the budget. If it is exceeded, the fees must 
be prorated: 


Nursing homes get 46% 
County hospitals 20.8% 
Doctors 12.8% 


The committee on amendments to the Constitution 
and By-Laws made a complete report as regards 
osteopaths and ownership of pharmacies and _ stock 
in pharmaceutical houses. It stated that a medical 
doctor may teach in an osteopathic school provided 
that school was changing to a medical school under 
the direction of the Council on Medical Education 
and Hospitals. As regards ownership of pharmacies 
the committee reported a paragraph from the Report 
of the Judicial Council; “Because of the nature of 
these practices and because they can vary so greatly, 
the Council has insisted that it is the obligation of 
the County Medical Society to insure that no one of 
its members violates the high ethical tradition of the 
Medical Profession. It is the obligation of the County 
Medical Society to investigate complaints against its 
members and to take appropriate action, when in- 
dicated, to protect both the public‘’and the profes- 
sion.” More and more it is realized in the House of 
Delegates that local breaches of etiquette, or ethics, 
rmst be corrected by the local county or sometimes 
state society. 

The Council on Medical Education and Hospitals 
did its best to dissolve itself as a branch of the House 
and be under the supervision of the Trustees. The 
House refused this request. The Trustees took no 
part because after all it is the executive committee 
of the House of Delegates. 

In the report of the Committee on Reports of Board 
of Trustees it was announced that Dr. Leonard Larson 
became Chairman in June, Dr. Julian Price, Vice- 
Chairman; Dr. Hugh H. Hussey, Secretary; and Dr. 
Raymond M. Mc Keown, Treasurer of the Associa- 
tion. The Board is divided into three committees: one 
on Scientific Activities, one on Socio-Economic 
Activities; and one on Miscellaneous Activities. 

The annual meetings have been approved as fol- 
lows: 

1960 Miami Beach 
1961 New York 
1962 Chicago 


June 13 - 17 
June 26 - 30 
June 11 - 15. 


Clinical 
1960 Washington, D. C. Nov. 29 -'Dec. 2 
1961 Denver Nov. 28 - Dec. 1 
1962 Los Angeles Nov. 26 - 30. 
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The A. M. A. continues its membership in the Joint 
Blood Council, Inc.; Joint Commission on Accredita- 
tion of Hospitals; Blue Shield Commission; World 
Medical Association; U. S. Chamber of Commerce; 
and others. 

The Board voted to rejoin the National Health 
Council as a member. 

The A. M. A. has liaison with a great many other 
medical and surgical as well as other organizations. 

The A. M. A. as well as Mr. Sam Rayburn urged 
doctors not only to visit their legislators but also when 
they wish to testify to go in person and not send 
someone. 

The Committee on Rehabilitation again urged every 
constituent medical society to form a_ rehabilitation 
committee. It has produced a new film “Rehabilita- 
tion Adds Life to Years” which had its preview in 
Dallas during the convention. 

Because of the dangers of radiation all constituent 
societies are urged to approve programs of inspection 
of all fluroscopic and radiographic equipment in co- 
operation with local dental associations and public 
health departments. 

The Reference Committee on Insurance and Medi- 
cal Service urged that each state association should 
be encouraged to establish placement services with 
the A. M. A. acting as a central clearing house. 

The report of the Committee on Insurance and Pre- 
payment Plans on the growth of the number of per- 
sons covered by voluntary health insurance lend 
strong support to the profession’s objection to federal 
legislation calling for national health insurance 
coverage for those over 65. Each year this committee 
has reported substantial increases in those insured. 
This year the number stands at an all time high of 
well over 123 million individuals who have hospital 
insurance, 111,000,000 surgical and 75,000,000 medi- 
cal. 

The statement “let’s use, Not abuse” needs wide- 
spread publicity, emphasizing that there are others 
who share the responsibility for the success of vol- 
untary health insurance and prepayment plans. 

As far as coverage over 65 years of age, 33 Blue 
Shield Plans and 62 companies offer plans. Nineteen 
other Blue Shield plans are in the process of de- 
veloping coverage. Rhode Island Medical Society 
Physicians Service has had no age limit in its program 
for prepaid surgical-medical care since 1950 and it 
has enrolled nearly 60% of the eligible population of 
the state over the age of 65. 

The Reference Committee urges every doctor to do 
his utmost to inform the public that veterans’ care in 
veteran hospitals is primarily for service connected 
disability and not for everyone else in the family 
especially often when the veteran is well able to pay 
the cost of hospitalization. This is a constantly re- 
curring item of importance in the House of Dele- 
gates. 

One resolution which was wholeheartedly endorsed 
by the House of Delegates dealt with the approval of 
the Blue Shield concept by the House of Delegates. 











SS2e 
BOY Nati — 


“They won't talk—find out which one—swallowed 
the quarters.” 


The Reference Committee on Legislation and Pub- 
lic Relations gave out some interesting facts and fig- 
ures. During the first session of the 86th Congress 
there were 13,892 bills introduced, 1000 were studied 
and 495 analyzed. The A. M. A. representatives testi- 
fied or submitted written testimony in 19 instances. 
Contrary to frequent criticism the A. M. A. supported 
14 of these resolutions. On 4 occasions the statement 
was for information only and in only one, the Forand 
Bill, did the A. M. A. actively oppose. People who 
should know feel that the Keogh Simpson Bill has a 
good chance to pass in the coming session. 

The A. M. A. was against international medical re- 
search with the U. S. contributing 50 million dollars. 

The A. M. A. endorsed again its stand of 1952 
favoring an amendment to the constitution favoring a 
limit to the taxing power of the federal government. 

It is urged that wording be changed which states 
that the federal government is supplying services 
when actually the government supplies only money 
to pay for such services. 

The Reference Committee on Medical Education 
and Hospitals brought up a question of student loans. 
A representative of the student A. M. A. asked for and 
was granted an opportunity to speak. He stated that 
in this day and time engineering firms are offering 
outright grants to gocd students and if the A. M. A. 
hopes to compete for the best students it must set up 
a scholarship rather than a loan fund. It should be 
remembered in this connecticn that already the per- 
centage of “A” students entering medicine has drop- 
ped from 40 to 16 percent. 

All state societies are urged to encourage and co- 
operate in setting up courses of study in social, politi- 
cal, and economic aspects of the art and science of 
medicine for medical students. 

The Reference committee on Miscellaneous Business 
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next brought up the American Medical Education 
Foundation. Contributions of medical societies and 
doctors continue to increase in amount as well as 
number of contributors. The total contributed since 
1951 including the first half of 1959 is $8,028,365 
with every year showing an increase. More and more 
alumni associations are showing an interest in the 
A. M. E. F. The S. C. Medical College Alumni Asso- 
ciation has always cooperated with the A. M. E. F. 
All money given to the A. M. E. F. goes to medical 
schools. Not one penny is taken out for overhead. 

M. D. should be used after a doctor’s name instead 
of Dr. before. 

Dr. Louis Orr, in his address as president, urged all 
doctors and constituent medical societies to make 
every effort to recruit outstanding students into the 
study of medicine. 

The most long winded and bitter hassle occurred 
over the subject of “free choice of physicians.” The 
House of Delegates refuses to state that plans such 
as the Kaiser Permanente and United Mine Workers 
are ethical as far as doctors are concerned because 
they represent a third party between the physician 
and the patient and in some instances may prevent 
proper patient choice of physician. However, the 
A. M. A. goes on to say that the patient has a right 
to choose between such a plan and the practice of 
independent medicine on a fee-for-service basis. This 
will be a continuing argument especially by such 
states as Kentucky, Ohio, Pennsylvania, West Vir- 
ginia, Colorado, and California where such plans are 
in operation. Is a doctor who is employed by these 
plans more unethical than one who goes into Public 
Health Service or one who is employed by a Corpora- 
tion to examine and treat its employees injured while 
working. Sometimes one gets the impression that the 
difference is small. I believe that this is an evolution- 
ary matter and will someday receive universal sanc- 
tion. 


Each Constituent Society should: 

1. Have an active committee on Rehabilitation. 

2. Establish and promote programs of inspection and 
testing of all fluroscopic and radiographic equipment. 
Cooperation with dental associations and departments 
of public health should be urged. 

3. Establish a placement service by each state asso- 
ciation in cooperation with the American Medical 
Association. 

4. Study bv each state association of the problems 
involved in financially catastropic illness with a view 
to evolving community programs to help finance 
needed treatment without requiring the normally self 
supporting patient to go on public assistance rolls. 
Planning in this area is needed at all levels of medical 
organization. 

5. Organize a medical service committee which is 
as important at the state as at the national level. 
(P 258 Handbook House of Delegates Dallas meet- 
ing. ) 

6. (1) Te assist actively in obtaining needed care 
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for those veterans with financially catastrophic dis- 
abilities; (2) help veteran patients determine the 
probable cost of care so that they may more ac- 
curately judge their ability to pay, considering the 
extent of their insurance coverage; (3) establish 
liaison with Veterans’ Administration Hospitals to 
assist in estimating the cost of private care in order 
to facilitate the administration of such catastrophic 
cases; and (4) take such other steps as are advisable 
locally to assist veterans and their organization in 
assuring that this care is prepaid for those who need 
it most. 

7. Establish Hometown medical care for veterans 
where it is not now provided and urge state associa- 
tions to continue their efforts in the maintenance of 
free choice of physician for veterans. 

8. Establish a single committee of the state associa- 
tion to negotiate with governmental agencies for the 
private care of patients for whom the government 
assumes responsibility. 

9. Encourage and cooperate in setting up courses of 
study in social, political, and economic aspects of the 
art and science of medicine for medical students. 

10. Urge the Woman’s Auxiliary to expand its ac- 
tivities in the field of national legislation. 

11. Use M. D. after a doctor's name instead of Dr. 
before wherever practicable. 

12. Make every effort to recruit outstanding students 
for the study of medicine. 


THE MONTH IN WASHINGTON 

Congress appears headed for a ,showdown this 
session on legislation for the Federal government to 
provide medical care for aged persons. 

The medical profession and allied groups stepped 
up their activities in opposition to such legislation as 
indications mounted that the issue was approaching 
a crucial stage. Several State Medical Societies p!en- 
ned to send delegations to Washington to personally 
express their opposition to their Congressmen. 

Pressure behind such legislation began to build up 
early in February. 

The Eisenhower Administration announced it was 
working on three possible programs for providing 
health care for aged persons in cases of catastrophic 
—lengthy and costly—illness. 

Without amplification, President Eisenhower told 
a news conference that there was under consideration 
“a possible change” in the Social Security Act “to 
run up the taxes by a quarter of a per cent to... 
make greater provision for the care of the aged.” The 
President’s statement that “there has been no con- 
clusion reached in the administration” was backed up 
by Arthur S. Flemming, Secretary of Health, Educa- 
tion and Welfare, in a clarifying announcement 

Flemming said his department was working on two 
other approaches to what he called a serious problem 
in addition to the possible revision of the Social 
Security law mentioned by Mr. Eisenhower. The 
HEW Secretary said consideration also was being 
given to: 1) stepped-up Federal assistance under the 
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Federal-state public assistance program, and 2) the 
Federal government supplementing voluntary insur- 
ance programs. 

Flemming again expressed opposition to the Forand 
bill which would increase Social Security taxes by one 
quarter of one per cent each on employers and em- 
ployes to provide hospitalization, surgical benefits and 
nursing home care for Social Security beneficiaries. 
The Secretary said he wanted to “underline that the 
position of the administration is opposition to the 
Forand bill.” 

Flemming said he hoped to have an administration 
bill ready to submit in early April to the House Ways 
and Means Committee where the Forand bill is pend- 
ing. The Committee is scheduled to take up in late 
March or early April proposed changes to the Social 
Security Act. 

Proponents of the Forand bill—which is vigorously 
opposed by the American Medical Association and 
allied groups—were pointing their campaign toward 
securing the House Committee’s approval of the 
legislation at that time. 

The AFL-CIO, a main supporter of the Forand 
bill, urged labor union members to write to congress- 
men on the Committee urging them to vote for it. The 
AFL-CIO also distributed a pamphlet quoting a hand- 
ful of physicians as supporting the legislation. But the 
labor organization didn’t mention that the over- 
whelming majority of doctors oppose it. 

The Senate Subcommittee on Problems of the Aged 
and Aging, headed by Sen. Pat McNamara (D., 
Mich. ), issued on behalf of its Democratic majority a 
report stating that use of the Social Security program 
“is the most efficient procedure for providing” health 
care for older persons. 

The AMA and the Subcommittee’s Republican 
minority promptly disputed this conclusion. An AMA 
statement issued in Chicago said: 

“The American Medical Association today sharply 
disagreed with the recommendation of the McNamara 
subcommittee regarding government medicine for 
Social Security beneficiaries. 

“Dr. Louis M. Orr, Orlando, Florida, President of 
the A. M. A., said: 

“This is a politically inspired committee. Senator 
McNamara, Democrat from Michigan, has long sup- 
ported political medicine. The fact is that at the seven 
subcommittee hearings held throughout the United 
States, observers heard little support expressed by the 
older citizens who attended the hearings for govern- 
ment medicine financed by additional taxes and ad- 
ministered through Social Security.’ ” 

The Republican minority stated that testimony 
before the Subcommittee “proves that it is possible 
for elderly people to secure private insurance to pro- 
vide hospitalization and surgical benefits without any 
intervention by public authorities.” 

Sen. John F. Kennedy (D., Mass.), a leading con- 
tender for the Democratic nomination for President, 
introduced legislation similar to the controversial For- 
and bill but broader in scope. ‘The Kennedy bill would 


eliminate surgical benefits but would add diagnostic 
outpatient and home nursing services. 
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DR. JERVEY TAKES HELM OF MEDICAL 
FEDERATION 


Dr. Harold E. Jervey, Jr., of Columbia was in- 
augurated as president of the Federation of State 
Medical Boards of the United States at the 56th 
Annual Congress on Medical Education and Licensure 
which was held in Chicago, IIl., Feb. 6 to 9. 

Doctor Jervey is the first person from South Caro- 
lina to serve as president of the State Boards. At 38- 
years-of-age, Doctor Jervey has become one of the 
youngest doctors to serve as president. 

For the past couple of years, Doctcr Jervey has 
served as secretary of the South Carolina Board of 
Medical Examiners. 

In 1953 Doctor Jervey was appointed to the State 
Board of Medical Examiners. The Board is responsible 
for approving licenses for doctors to practice, and for 
enforcing the Medical Practices Act. The Board is 
composed of eight members who are appointed for 
four-year terms by the Governor following recom- 
mendations by the State Medical Association. The 
Federation of State Boards which Doctor Jervey 
heads, is composed of State Board members, deans 
of all medical colleges and others interested in medi- 
cal education and licensure. 

He holds membership in the Columbia, State and 
Southern Medical Associations and the American 
Medical Association. He is a delegate from the South 
Carolina Chapter of the American Academy of Gen- 
eral Practice to the House of Delegates of the Ameri- 
can Academy along with Dr. Charlie Wyatt of Green- 
ville. 

A native of Charleston, Dr. Jervey entered the 
Medical College of South Carolina after beirg released 
from active duty and was graduated in 1949. He in- 
terned at Greenville General Hospital. After com- 
pleting his internship he returned to Columbia to 
practice and now has his office at 1515 Bull Street. 
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DR. GAZES SPEAKS TO GROUP 
OF NURSES 
Dr. Peter Gazes spoke at a meeting of the Alumnae 
Association of the School of Nursing of the Medical 
College of South Carolina, February 2nd. 
Dr. Gazes spoke on coronary artery disease and fat 
metabolism. 


M. Grayson Evans, M. D. announces the removal 
of his office from 350 Maybank Highway to 333 Folly 
Road, Charleston for the practice of general medicine. 


MAYO CLINIC PHYSICIAN IS SPEAKER 

The guest speaker for the February 8th Scientific 
Meeting of the Columbia Medical Society was Dr. 
Edward H. Rynearson, chairman of sections on endo- 
crionology and metabolism, Mayo Clinic. 

Dr. Rynearson spoke on the subject “True Hyper- 
insulinism vs. Functional Hypoglycemia.” 

The local speaker for the meeting was Dr. George 
W. Brunson, Columbia radiolcgist, who spoke on 
“Some Pitfalls in Diagnostic Radiography.” 


LEAVES HOSPITAL 

Dr. James R. Cain, chief pathologist at Spartan- 
burg General Hospital, will resign effective April 11 
to accept a position with a Columbia medical group. 

Dr. Cain said he was leaving because of “the ad- 
vancement and for personal reasons” in that he would 
be closer to his Charleston home. He added he would 
accept a partnership which will conduct pathology 
tests for both the Columbia and the Baptist hospitals 
there. 


DR. A. J. BUIST 

Dr. A. J. Buist was re-elected to serve his 13th con- 
secutive year as chairman of the board of directors of 
Roper Hospital. 

Other officers re-elected to one-year terms were Dr. 
Edward F. Parker, vice chairman, and Dr. R. W. 
Hanckel, Jr., secretary. 

The board re-appointed the following hospital 
officials for one year: C. A. Robb, administrator, and 
H. R. Everett, assistant administrator and accountant. 
Miss Minerva Kozma is acting director of nursing ser- 
vice. 


THERAPY GROUP NAMES FIVE 
ADVISORS 

The South Carolina Physical Therapy Association 
has announced the appointment of five South Caro- 
linians to serve as the advisory committee to the or- 
ganization. 

Dr. Weston Cook of Columbia, Dr. Leslie Meyer 
and Robert Toomey of Greenville, Dr. Luther Martin 
of Charleston and Rep. Robert Hemphill of Chester 
have accepted appointments to the committee. 

Dr. Cook, who practices as an orthopedic surgeon, 
serves as chief of staff of Columbia Hospital and as 
consultant in orthopedics at The Orthopedic School 
in Columbia and Ft. Jackson Army Hospital. 
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Dr. Meyer has engaged in the practice of ortho- 
pedic surgery in Greenville since completing the Duke 
University orthopedic training program. He is now 
chief of orthopedics at Greenville General Hospital 
and St. Francis Hospital and assistant chief surgeon 
at Shriners’ Hospital for Crippled Children. 

Dr. Toomey has been director of Greenville Gen- 
eral Hospital since 1953. Previous to this he was the 
assistant director and served in administrative capacity 
in several New York state hospitals. 

Dr. Martin, assistant professor of neurosurgery and 
on the staff at the Medical College of South Carolina, 
engages in private practice of neurosurgery and is on 
the staff of Roper Hospital in Charleston. 

Rep. Hemphill is serving the Fifth Congressional 
District of South Carolina as a member of Congress. 


In a recent article in The Florence Morning News, 
expansion and improvement in the field of medicine 
during the 50’s was noted. At McLeod Infirmary, a 
$350,000 hospital wing with emergency clinic was 
constructed. Bruce Hospital grew to a 65-bed hospital 
and the entire building underwent extensive re- 
modeling. For Saunders Memorial Hospital a $190,- 
000 wing was completed and a 90-car parking lot was 
built. The hospital is now a 100-bed institution. 

Dr. John R. Bruce was quoted in the article as 
saying: “Florence is recognized as a medical center 
and will continue to progress in such a manner. For 
continual development there will be an added need 
for continual growth and development in each of the 
hospitals.” ; 

At the Coastal Medical Society Meeting on 
January 21 at St. George, S. C., Dr. Carter Maguire 
spoke on “Treatment of Facial Injuries”. 


DOCTORS BUY TRACT FOR MEDICAL 
OFFICES 

The Greenwood Medical Co., Inc., composed of 
13 local doctors, has purchased a large tract of land 
on West Alexander Avenue, near Self Memorial Hos- 
pital, and plans for erection of a group of buildings 
for medical offices. 

The tract of 5.38 acres is diagonally across Alex- 
ander Avenue from the hospital building and adjoins 
the western edge of hospital property, a large open 
area in grass and trees. 

Dr. S. C. Baker, Jr., is president of the company, 
Dr. P. L. Bates, vice president, and Dr. R. M. Christ- 
ian, secretary and treasurer. 


Dr. Joseph I. Waring was elected president of the 
Carolina Plantation Society. He succeeds John Henry 
Dick of Dixie Plantation. 


Harold W. Moody, M. D. and Lawrence F. Eddle- 
mon, M. D. announce the association of William E. 
Tryon, M. D. at Medical Center Building, No. 4 
Catawba Street, Spartanburg. 
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a Voice or a vote. 


The South Carolina Medical Association urges you to 


FIGHT FORAND 


Send a handwritten letter to your congressmen and any others who may have 











WINNSBORO GAINS TWO PHYSICIANS 

Two physicians are to locate in Winnsboro. 

James M. Jennings, who was graduated from the 
Medical College of South Carolina, in December, is 
currently serving as an intern at the Columbia Hos- 
pital. He resides here and commutes to his duties in 
Columbia. He plans to practice here. He was born at 
Jacksonville, Fla., but later his parents moved here. 
He is a son of the late Dr. and Mrs. Charles L. Jen- 
nings, and is a graduate of The Citadel. 

Dr. Allen P. Jeter received his degree in December 
at Charleston and is an intern at the Columbia Hos- 
pital. He was graduated from Clemson College. 


DOCTORS TAKE CD COURSE 

Two South Carolina doctors attended a Civil De- 
fense course on the management of mass casualties 
at Brooks Army Medical Center in San Antonio, Tex., 
beginning February 15. 

Taking part in the five-day course were Dr. James 
Graham Shaw of Columbia and Dr. Charles R. May 
of Bennettsville. 


The Charleston County Medical Society met on 
February 9, 1960. Dr. Edgar Hull of New Orleans, 
La. was the guest speaker; his topic was “Medical 
Shock”. Dr. William H. Lee, the local speaker pre- 
sented a paper “Vasodilator Drugs”. 

Speaker for the March meeting was Dr. Leroy E. 
Duncan, Jr. His research studies have included work 
on aging, congestive heart failure, and atherosclerosis. 
His talk was on the Mechanism of Development of 
Experimental Atherosclerosis. 

The local essayest was Dr. Vince Mosely who spoke 
on Amoebiasis. 


DR. FREDERICK CHIEF OF STAFF 
AT HOSPITAL 
Dr. Larry Frederick of Rock Hill was elected chief 
of staff of the York County Hospital in Rock Hill at 
a recent meeting of the hospital’s medical staff. 
Dr. George Adickes of Rock Hill was elected vice 


chief and Dr. Bob Martin of Fort Mill was named 
secretary-treasurer. 

Dr. Frederick succeeds Dr. Sam Lowe of Rock Hill 
as chief of staff. Dr. Frederick also will succeed Dr. 
Lowe on the hospital’s building committee. 


DOCTOR ELLIOTT OPENS OFFICE 
FOR GENERAL MEDICINE 


Dr. Ronald James Elliott has opened an office at 
1412 Bull Street, Columbia, S. C. for the practice of 
General Medicine. 

Dr. Elliott recently completed his internship at the 
Columbia Hospital. 

In December, 1958 he was graduated from the 
Medical College of South Carolina. While at the 
Medical College he was a member of Phi Rho Sigma 
Medical Fraternity. 

Dr. Elliott is a native of Columbia. He attended the 
Columbia City Schools and in June, 1955 was gradu- 
ated, with honors, from the University of South Caro- 
lina with a B. S. Degree in Chemistry. While attend- 
ing the University he was a member of Alpha Epsilon 
Delta Pre-Medical Fraternity. 


DR. STOKES, MRS. HAY GET CITIZEN 
AWARDS 

Top citizen awards were presented recently to an 
eye surgeon and housewife whose roles in Florence’s 
community activities won them the city’s top recog- 
nition. : 

Recipients of the awards were Dr. J. Howard 
Stokes, chairman of the Florence County Higher Ed- 
ucation Commission, and Mrs. Percy D. ‘Hay, who or- 
ganized the Florence Junior Garden Club and fostered 
the city’s cultural development through work in a 
variety of organizations. 

The “Man of the Year” and “Woman of the Year” 
awards, sponsored for the first time this year by Flor- 
ence Inter-Club Council, were presented by the Rev. 
Curtis Derrick. 

Mrs. Hay’s husband, Dr. P. D. Hay, accepted a 
scroll in behalf of his wife, who was ill. The awards 
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were made at a meeting of the inter-club council at 
Sanborn Hotel. 

Dr. Stokes was cited for his activities in conducting 
a successful campaign to raise $300,000 to obtain a 
campus for the University of South Carolina at Flor- 
ence. 

In making the award, the Rev. Mr. Derrick, 
enumerated Dr. Stokes’ activities as a member of 
various organizations including: chairman of the Com- 
munity Chest, United Fund and polio fund drive, 
former president of the Florence Community Concert 
Association, vice chairman of the Florence Salvation 
Army, a director of the Florence Chamber of Com- 
merce, a member of the State Board of Health and 
the Florence Kiwanis Club and chief of staff at 
McLeod Infirmary. 

Born in Bamberg County, Dr. Stokes is a graduate 
of the Medical College of South Carolina, and in- 
terned at Roper Hospital, Charleston. He moved to 
Florence in 1938. 


DOCTOR TRIPP JOINS STAFF OF 
STATE HOSPITAL 


Harry D. Tripp, M. D., recently assumed position 
as assistant chief of the Surgical Service. South Caro- 
lina State Hospital, Dr. William S. Hall, hospital 
superintendent, announced. 

A native of Bremen, Indiana, Dr. Tripp received his 
pre-medical education at the University of Notre 
Dame, Notre Dame, Indiana, and his M.B. and Medi- 
cal Degree from the Northwestern University Medical 
School, Chicago, Illinois. He secured a Masters De- 
gree in Surgery from the University of Pennsylvania 
in Philadelphia. 

After engaging in private practice for several years, 
Dr. Tripp was on the staff of the Cleveland State 
Hospital, Cleveland, Ohio, the North Dakota State 
Hospital, Jamestown, North Dakota, and recently the 
Florida State Hospital, Chattahoochee, Florida. 

Dr. and Mrs. Tripp are residing at 1638 Upland 
Drive. 


Dr. R. Bruce Ford, senior resident in psychiatry at 
the Medical College of South Carolina, is now acting 
physician resident at the South Carolina State Hos- 
pital under the Hospital’s six-months training program 
in psychiatry. 

Dr. Ford is the second physician resident to take 
part in the program, according to Dr. William S. Hall, 
hospital superintendent. 

Originally from Easley, Dr. Ford graduated from 
Furman University in Greenville and received his 
medical degree from the Medical College in Charles- 
ton. Immediately after an internship at the Medical 
Center Hospital there he returned to the Medical 
College for residency training in psychiatry. 

The State Hospital’s psychiatric training program 
was started last January. It is designed to train phy- 
sicians in psychiatry within the framework of the 
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Medical College’s three-year approved training pro- 
gram, which includes this six months residence train- 
ing at the State Hospital. 


Wallis D. Cone, M. D. announces the removal of 
his office to 38 E. Calhoun Street, Sumter. 


Oscar B. Wilson, M. D. has moved to 343 South 
High Point Road, Spartanburg. 


John M. Rhame, M. D. announces the removal of 
his office to 38 E. Calhoun Street, Sumter. 


MEDICAL COLLEGE GRADUATES MEET 

Four members of the Class of 1910 at the Medical 
College of South Carolina held a reunion at Orange- 
burg. 

Joining in the reunion at Berry’s on-the-Hill were 
Dr. Charles Mobley and Dr. W. L. Heaner of Orange- 
burg, Dr. H. J. Stuckey of Bamberg and Dr. George 
A. Hennies of Lake Junaluska, N. C. 


HONORED BY PHYSICIANS 


The Spartanburg County Medical Association re- 
cently named popular Dr. A. S. (Doctor Bill) Pearson 
of Woodruff as Spartanburg County’s “Doctor of the 
Year.” 

Dr. Pearson, 60, a general practitioner who is also 
noted for his knowledge of fox hunting, began his 
medical practice in Woodruff in June of 1928. 

He received the honor at the annual County Medi- 
cal Association banquet at the Spartanburg Country 
Club. 

The award was presented by Dr. Allan B. Warren, 
Jr., outgoing president of the medical group. 

Dr. Warren cited Dr. Pearson’s record as a “fine 
physician and community leader” and added the 
Woodruff doctor set an example for others in his pro- 
fession to follow. 

Dr. Pearson is a graduate of the Medical College 
of South Carolina. 

His internship was served at Roper Hospital in 
Charleston, at Mary Black Hospital and General Hos- 
pital in Spartanburg. 

The popular Woodruff physician is also noted for 
his gardening ability and his camellias are especially 
well-known. 

A native of Woodruff, Dr. Pearson is now practicing 
medicine with Dr. Lewis Barnett, Jr. at the medical 
center on E. Georgia Street in Woodruff. 

The award is made by the County Medical Associa- 
tion each year. Only those doctors with general prac- 
tice can qualify. 


DR. THOMAS E. EDWARDS JOINS 
HOPKINS, WESTON 


Theodore J. Hopkins, M. D. and C. Tucker Weston, 
M. D. have announced the association of Thomas E. 
Edwards, M. D. beginning January, for the practice 
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of Orthopedic Surgery at 1410 Barnwell Street, Col- 
umbia. 

Dr. Edwards is a native of Huntingdon, Tenn. and 
took his premedical training at Memphis State Univer- 
sity. He was graduated from the University of Ten- 
nessee College of Medicine, Memphis, Tennessee in 
1946. 

After graduation, Dr. Edwards served his internship 
at the Jefferson-Hillman Hospital in Birmingham, 
Alabama after which time he spent two years as a 
Captain and Flight Surgeon in the United States Air 
Force. While in the Air Force, Dr. Edwards served in 
the European Theatre of operations and on the Berlin 
Air Lift. 

After leaving military service, Dr. Edwards served 
in a mixed type of residency at the Spartanburg Gen- 
eral Hospital after which time he practiced general 
medicine for several years before coming to Columbia. 

Dr. Edwards recently completed his orthopedic 
training at the Columbia Hospital where for the past 
year, he has served as Senior Orthopedic Resident 
and Chief Resident of that hospital. 


S. C. LEGISLATURE ACCEPTS BANQUET, 
VISIT INVITATIONS 

It was invitation-accepting day in the general 
assembly. 

The lawmakers accepted invitations to visit the 
State Medical College facilities in Charleston in 
February. 

The Charleston visit, tentatively set either for 
February 3 or 10, was the first the lawmakers have 
made to the multi-million dollar facility in three years. 


DR. HARRISON OPENS OFFICE 
WITH TALBERT 


Dr. A. Frank Harrison, III, has announced the 
opening of his office in association with Dr. Thomas 
W. Talbert at 1707 Brabham Avenue, Columbia for 
the practice of general medicine. 

Dr. Harrison entered the United States Navy in 
July 1948, serving in the United States Naval Hos- 
pital Corps. In 1951 and 1952 he served aboard the 
heavy Cruiser U.S.S. Rochester in the Far Eastern 
waters. 

Dr. Harrison received his premedical education at 
the University of South Carolina, graduating with a 
B.S. degree in Chemistry in August 1955. He attended 
the Medical College of South Carolina and received 
his M.D. degree in December 1958. He was a mem- 
ber of the Alpha Kappa Kappa Medical Fraternity 
and recently completed his internship at the Colum- 
bia Hospital. 

Dr. Harrison is a member of the Tri-State Medical 
Society, The American Academy of General Practice 
and the Columbia Medical Society. 


Seven doctors of Laurens have published the 
following— 


Effective January 1, 1960 Medical Fees will be as 
follows: 

Office Calls $4 — House Calls $5 — Night Calls 
$7 — Obstetrical Cases $100. 


INTERNAL MEDICINE SOCIETY ELECTS 
COLUMBIA PHYSICIAN 

Dr. A. Izard Josey of Columbia has been elected 
president of the South Carolina Society of Internal 
Medicine. 

Other officers elected in a recent meeting at the 
Medical College Hospital are Dr. R. Cathcart Smith 
of Conway, vice president; Dr. Ralph R. Coleman of 
Charleston, secretary and treasurer. 

The organization, which is a component society of 
the American Society of Internal Medicine, is com- 
posed of internists in the state whose practice is 
limited to internal medicine. 

Several scientific papers were given during the 
meeting by Doctors H. R. Pratt-Thomas, John Buse, 
W. M. McCord and James A. Richardson. 


DR. JENKINS OPENS OFFICE 
FOR PRACTICE 


Announcement of the opening of offices for the 
practice of general medicine was made by Dr. Arthur 
Simons Jenkins, whose residence and offices are 
located at 2109 Bay Street, Beaufort, S. C. 

Dr. Jenkins was born in Kobe, Japan, where his 
parents were serving as missionaries. Returning from 
Japan in 1931, he resided in North Carolina until 
graduating from Davidson College in 1949, at which 
time he moved to Columbia where he engaged in 
business prior to entering the Army in 1951. After 
service in Korea, he was discharged in 1953 at which 
time he entered the Medical College of South Caro- 
lina, graduating in 1957. There followed a year of 
rotating internship at the Medical College of Virginia, 
Richmond, and 18 months as a resident physician in 
internal medicine and pediatrics at Columbia Hospital, 
Columbia. 


He is a member of Shandon Presbyterian Church 
of Columbia, Alpha Kappa Kappa medical fraternity, 
and the St. Cecilia Society. 


The Man of the Year award at Chester went to the 
president of the Junior Chamber of Commerce, Dr. 
H. M. Stone. He is also a member of Purity Presby- 
terian Church, the Moose, American Legion, Veterans 
of Foreign Wars and on the board of directors of the 
Little Boys Baseball League. 

He is chief of staff of Chester County Hospital, 
president of the Chester County Medical Society, 
interim medical director of the Chester County Hos- 
pital; member of the Chester County Cancer Society 
and a member of the Chester County Board of Com- 
merce and Development. 
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DR. J. M. BENNETT BEGINS 
GENERAL PRACTICE HERE 


Dr. J. M. Bennett has moved here from Allendale 
and has begun a general practice of medicine in 
Belton, replacing Dr. L. W. Douglas, who has entered 
the service of the U. S. Navy. 

Dr. Bennett is occupying the offices of Dr. Douglas 
and is assuming his practice. 

Dr. Bennett is a native of Ruffin, S. C. He is a 
graduate of the School of Pharmacy of the Medical 
College of South Carolina and the Medical College 
of S. C. 

He served his internship at St. Louis City Hospital 
and at Spartanburg General Hospital, Spartanburg, 
S = 

Dr. Bennett has been in active practice at Allendale 
since January 1959. 


PHYSICIANS ELECT NEW OFFICERS 
FOR COUNTY ASSOCIATION 

At a meeting of the Marion County Medical Asso- 
ciation, held recently at Little Pee Dee Lodge, the 
following officers were elected: 

Dr. Tom Clark, President for 1960. 

Dr. Randy Elvington, President-elect. 

Dr. M. E. Rice, vice-president. 

Dr. D. G. Kitchen, secretary-treasurer. 

Dr. Sam Cantey, delegate to the state meeting. 

Dr. H. S. Gilmore, alternate delegate. 

Dr. Elliott Finger was nominated as president of 
the Pee Dee Medical Society. 


Edward C. Frank, M. D. announces the opening of 
his office for the practice of General and Chest Sur- 
gery, Medical Center Building, Spartanburg, S. C. 


NEW OFFICERS NAMED 

New officers of the Pickens County Medical Society 
are: Dr. William Hilton, president; Dr. E. A. Jamison, 
vice-president; and Dr. 
treasurer. 

Delegates to the State Medical Convention are Dr. 
J. C. Cutchin, Dr. T. P. Valley and Dr. J. A. White, 
alternate. Named to the Board of Census were Dr. 
R. H. Bowick and Dr. John Harden. 


George Smith, secretary- 


HOSPITAL STAFF 

New officers of the Pickens County Medical Society 
and of the Medical Staff of the Easley Baptist Hos- 
pital were recently elected by members of the two 
groups. 

New medical staff officers are headed by Dr. E. A. 
Jamison as chief of staff, Dr. William McCuen as 
co-chief, and Dr. George Smith as secretary-treasurer. 
Executive committee members are Dr. William Hil- 
ton and Dr. Sydney Garrett. 

Retiring officers were Dr. J. H. Jameson, chief of 
staff; Dr. E. A. Jamison, co-chief; and Dr. Edwin 
Bradley, secretary-treasurer. 
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BENNETTSVILLE MEETING 

Approximately 100 physicians and surgeons of the 
two Carolinas, Georgia and Virginia participated in 
the annual dinner meeting of the Marlboro Medical 
Society, Thursday night, January 14. The local group 
met jointly with the Pee Dee Medical Society at the 
Country Club. Highlight was the address by Dr. 
George Bennett, director of the Warm Springs, Ga., 
Foundation, who discussed physical therapy in treat- 
ing for arthritis and strokes. 





DEATHS 





DR. R. H. TIMMERMAN 

Dr. Ranson Hodges Timmerman, 94, of Trenton, 
physician of Batesburg for 60 years and brother of 
Federal Judge George Bell Timmerman, died in Aiken 
County Hospital on February 9. 

Dr. Timmerman was born in Phillipi community of 
the old Edgefield District and was the son of the late 
Dr. Washington Hodges Timmerman, who was lieu- 
tenant governor and treasurer of South Carolina. 

For the past nine years Dr. Timmerman had been 
retired and made his home near Trenton. 


DR. J. C. SEASE 

Dr. J. Claude Sease, 67, died suddenly January 31 
at his home in Little Mountain. 

He was born in Little Mountain, a son of the late 
Dr. J. Marion Sease and Margaret Monts Sease. 

He attended his home town school and was gradu- 
ated from Newberry College and the Medical College 
of South Carolina. 

After graduation, he served as a lieutenant in the 
Medical Corps in World War I. Upon his discharge 
from the service, he became associated with his father 
in the practice of medicine for 18 years and continued 
to practice for some time later. 

He then entered the public health service and at the 
time of his death was senior health officer for New- 
berry, Laurens and Union counties, with headquarters 
in Newberry. 

Dr. Sease was a member of the Newberry Medical 
Society, of which he had served as president and 
secretary-treasurer. He served on the procurement and 
assessment committee in World War II and was 
councilor for the Third Medical District and was vice 
president of South Carolina Medical Association in 
1954. 

He was a Shriner and a member of the Newberry 
Kiwanis Club. He was also a member of the board of 
trustees of the Lowman Home at White Rock. 


DR. R. L. BURNETT 
Funeral services for Dr. R. L. Burnett, 72, of 
Spartanburg were held January 11. Burial was in 
Greenlawn Memorial Gardens. 








DR. T. B. HARPER 


Dr. Thomas Bailey Harper of St. Stephen died 
January 6 at Charleston after a brief illness. Funeral 
services were held at St. Stephen. 

Dr. Harper was a native of Kingstree. He was born 
July 10, 1895. Dr. Harper graduated from the Medi- 
cal College of South Carolina in 1920 and practiced 
medicine in St. Stephen for the last 30 years. 

He was a member of the South Carolina Medical 
Association, the Berkeley Medical Society and the 
American Medical Association. He was president of 
the St. Stephen Lions Club. He was a Mason and a 
member of St. Stephen Church. 

Dr. Harper was vice-chairman of the South Carolina 
Penitentiary System board. He served under five 
governors on the board for approximately 15 years. 


DR. O. F. HOGAN 

Funeral services for Dr. Otto F. Hogan, Sr., 68 
were held January 10 in Greeleyville. Burial was in 
Mt. Hope Cemetery near Greeleyville. He died at 
Kingstree after a short illness. 

He was born at Lynchburg and was graduated from 
the Medical College of South Carolina in 1916. He 
had been the practicing physician of Greeleyville for 
41 years. 

Survivors include Dr. O. F. 
ville, S. C. 


Hogan, Jr., of Green- 


DR. W. C. BOLT 


Dr. W. Charles Bolt, 44, died at his home on 
January 9. Death was believed caused by a heart 
attack. 

A surgeon, Dr. Bolt came to Anderson in 1946. 
He was a native of Honea Path. He was a veteran of 
World War II, serving in the Philippines and New 
Guinea. He was awarded two bronze stars for com- 
bat service. 


DR. L. KENT BEST 


Dr. L. Kent Best of South Windermere died of a 
heart attack at the age of 55, at a local hospital. 

A Charleston eye specialist, Dr. Best maintained 
offices at 107 Ashley Ave., and lived at 121 Chad- 
wick Drive. 

Dr. Best was a graduate of the University of South 
Carolina and the Medical College of South Carolina. 
He took up residency after graduation at the Eye and 
Ear Hospital in Pittsburgh, Pa., and later became 
clinical assistant in the eye clinic of the University of 
Pennsylvania graduate hospital. 

He entered practice as an eye, ear, nose and throat 
specialist in 1931 at the Truesdale Clinic in Fall 
River, Mass. In 1942, he entered the Army Medical 
Corps as a major and rose to lieutenant colonel upon 
separation in 1946. 

Dr. Best was also a member of the following pro- 
fessional societies: American Academy of Ophthal- 
mology and Otolaryngology, a fellow of the American 
College of Surgeons, the American Board of Ophthal- 


mology, the Massachusetts Medical Society, the Inter- 
national Congress of Ophthalmology, the J. Marion 
Sims Medical Society of the Medical College of 
South Carolina, the South Carolina Medical Society, 
the South Carolina Medical Association, and Phi Chi 
Medical Fraternity. 

In 1958, he was elected to membership in the Ox- 
ford (England) Ophthalmological Congress, a so- 
ciety of eye specialists with members mostly of Eng- 
land, Ireland, Scotland and Wales. 











ANNOUNCEMENTS 








COLUMBIA MEDICAL SOCIETY 

Dr. Frederic E. Mohs will be the guest speaker for 
the Scientific Meeting of the Columbia Medical So- 
ciety to be held Monday, April 11, 1960. Dr. Mohs 
is Associate Professor of Chemosurgery at the Univer- 
sity of Wisconsin Medical School, and Head of the 
Chemosurgery Clinic at University Hospitals. He will 
speak on the subject “Chemosurgery: A New Method 
for the Microscopically Controlled Excision of Ex- 
ternal Cancer”. His talk will be augumented by a film 
and lantern slides. 

The meeting will be held at the Hotel Columbia, 
with the social hour beginning at 7:00 P. M., dinner 
at 7:45, and the scientific session at 8:30 P. M. 

All interested physicians are invited to attend. 


The regular meeting of the Charleston County 
Medical Society will be held on April 12, 1960 at 
8 p. m. at the Baruch Auditorium. The invited guest 
will be Dr. Abraham E. Rakoff who is Clinical Pro- 
fessor of Obstetric and Gynecologic Endocrinology at 
Jefferson Medical College and holds numerous other 
important positions. He is the co-author of two text- 
books and author or co-author of many papers. Dr. 
Rakoff is not only active in a professional capacity, 
but carries out a voluminous private practice and 
directs an active research program. He will speak on 
the subject “Some Problems of Intersexuality”. 

A movie on The Forand Bill will be shown. 


GILL MEMORIAL EYE, EAR AND 
THROAT HOSPITAL 
and 
The Elbyrne G. Gill Eye and Ear Foundation 
THIRTY-THIRD ANNUAL 
SPRING CONGRESS 
in 
Ophthalmology — Otology — Rhinology 
Laryngoscopy — Maxillofacial Surgery 
Bronchoscopy and Esophagoscopy 
APRIL 4 through 9, 1960 
Roanoke, Virginia 
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“You are over weight - - - - see your doctor!” 


RELIGION DABBLES IN MEDICINE 
Remedy For Diphtheria 
Missions Rooms, 94 Camp Street, New Orleans, 
February 18, 1861. 
TO THE EDITOR OF THE BOSTON JOURNAL: 
I see from the papers that diphtheria, or putrid sore 
throat, is prevailing as a fatal epidemic in some por- 
tions of your country. I send you a prescription of one 
of our eminent physicians, who found it an effectual 
preventive and remedy during the prevalence ot that 
fatal disease in this city a year ago. 1 am intormed 
that in the use of it Dr. Benedict did not lose a single 
patient. I used it myself, as did several clerical friends, 
and it removed the symptoms by a few applications. 
I hope you will call the attention of the medical 
faculty and the public generally to it as a simple and 
safe remedy. 
Yours very truly, 
Randolph A. DeLancey 
Remedy For Diphtheria Or Sore Throat 
Gargle or wash the inside of the throat frequently 
with a teaspoonful of tincture of black Cohosh, diluted 
with a little water. Commence using it on the first 
symptoms of soreness or inflammation. It does not 
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FOR SALE 

By retired physicians, at a sacrifice price, 
‘econd hand GE Vertical fluoroscope which has 
‘ad light use and has been pronounced to be 
1 excellent condition by GE technician. 

Also one tilt-table fluoroscope in similar con- 
lition — Price minimum. 

Address inquiries to the Editor, 82 Rutledge 
Ave., Charleston, S. C. 











burn or cauterize, but soothes and relieves the irrita- 
tion. Do not swallow, as it would nauseate. Continue 
the use once in two hours until relieved. The tincture 
can be had at any drugstore. 


VETERANS AND PATRIOTISM 


Dr. Koontz points with-alarm and concern to the 
errors that have resulted from the passage of a law 
in 1920 allowing such veterans who were unable to 
pay the cost of private care to be taken care of in 
VA hospitals if there was space available. The first 
result was that the privilege has been abused in the 
most flagrant fashion. Second, it has caused the 
empire builders in the VA to clamor for more and 
more hospitals. Next, after VA hospitals were affiliated 
with medical schools, the residency system was ex- 
panded tremendously. Finally, the VA officials openly 
say that they must have non-service connected dis- 
ability cases in order to maintain, their residency 
training program and, according to most reliable in- 
formation, upwards of 85% of their cases are non- 
service connected disabilities. It is obvious that the 
present trend toward free medical care of veterans 
(and there are 22 million of them including de- 
pendents) is a long step toward socialized medicine. 
Amos R. Koontz, M. D. in Current Medical Digest 





WANTED: Male Dip- 
lomate or with three years approved 
training; to join group practice 145-bed 
approved psychiatric hospital. Salary: 
$15,000-$18,000 first year ; $20,000-$25,- 
000 second with incentive factor. Write 


psychiatrist ; 


Box A eare this Journal. 
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SCIENTIFIC PROGRAM 


SOUTH CAROLINA MEDICAL ASSOCIATION 
MYRTLE BEACH, SOUTH CAROLINA 


MAY 18-19, 1960 


Wednesday, May 18th, 1960: 


2:00 P. M—Dr. Kathleen Riley, “Griseofulvin”. 
—Dr. J. H. Stokes, Symposium on “Glaucoma”. 
Dr. J. H. Stokes, Chairman 
Dr. Roderick Macdonald 
Dr. Thomas Gaines 
Dr. Joseph Workman 
Dr. Pierre Jenkins 
—Dr. William H. Muller, Jr., “Aortic Valvular Disease”. 
—lIntermission to view Scientific and Commercial Exhibits. 


3:30 P. M.—Presidential Address. 


3:45 P. M—Panel Discussion on Cardiovascular Disease: 
(Sponsored by the American Heart Association ) 
Dr. Edward F. Parker, Moderator 
Dr. William H. Muller, Jr. 
Dr. Bruce Logue 
Dr. Rhett Talbert 


5:15 P. M.—Intermission to view Scientific and Commercial Exhibits. 


Thursday, May 19th, 1960: 


9:00 A. M.—Dr. Robert Cosgrove, “Pregnancy Following Operative Delivery”. 
Dr. George W. Anderson, “Obstetrician’s Responsibility in the Prevention of 
Neurologic Disease in Children”. 
—Panel Discussion on Perinatal Problems: 
(Sponsored by the Division of Maternal and Child Health. ) 
Dr. Herbert Black, Moderator 
Dr. George W. Anderson 
Dr. Robert Cosgrove 
Dr. Walter Hart 
—Intermission to view Scientific and Commercial Exhibits. 
—Dr. Edward Krementz, “Acute Management of the Severely Burned Patient”. 


11:30 A. M.—Panel Discussion on Hormone and Chemotherapy of Cancer: 
(Sponsored by the American Cancer Society, South Carolina Division, Inc. ) 
Dr. Forde McIver, Moderator 
Dr. A. C. Curreri 
Dr. Edward Krementz 
Dr. Charleston deSaussure 


2:00 P. M.—Dr. Arthur C. McCarty, “Leap Year Gerontology and Geriatrics”. 
—Dr. E. V. Allen, “The Natural History of Arteriosclerosis Obliterans”. 
—Dr. Kenneth Appel, “Basic Psycho-Therapy”. 
—lIntermission to view Scientific and Commercial Exhibits. 
—Dr. Randolph Bradham, “Portal Hypertension and Bleeding Esophageal 
Varices”’. 


4:00 P. M.—Panel Discussion on Geriatrics: 
Dr. Arthur C. McCarty, Moderator 
Dr. E. V. Allen 
Dr. Kenneth Appel 
Dr. Bruce Logue 
Detailed Program will be published next month. 


SCIENTIFIC PROGRAM COMMITTEE 


Dr. Dale Groom, Vice-Chairman Dr. William Weston, Ex-Officio 
Dr. George Durst Dr. William H. Prioleau, Chairman 
Dr. George Bunch 158 Rutledge Avenue 

Dr. Robert Wilson, Ex-Officio Charleston, South Carolina 
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GREENVILLE POST GRADUATE SEMINAR 
APRIL 12, 13, 14, 1960 
GREENVILLE GENERAL HOSPITAL 


PROGRAM 
Tuesday, April 12, 1960 


8:00 A. M.—Registration 

8:30 A. M.—Welcome 

a ea Ee eee ae ae Pulmonary Embolism 
—Dr. Walton Aikenhead ____---_---- Management of Congestive Heart Failure 
—Dr. Monroe Romansky __-- Factors Influencing the Trend of Antibiotic Therapy 
ate, MIE III cic kchecaccahactsc hs iniacracete eine tineenicin no be Iatrogenic Illness 


—Question and Answer period for morning lectures. 
f & 

Drs. Evans, Aikenhead, Romansky, Bloomberg. 
1:10 P. M—Luncheon 


ae A. ee ee Heart Surgery 1960 
—Dr. Arthur M. Pruce --------._------ Management of Symptom Exaggeration 
—Dr. James P. Mann -_------------ Bronchitis & Emphysema, The Evolution of. 

4:10 P. M.—Question and Answer period for afternoon lectures. 

to Drs. Thrower, Pruce, Mann 
4:30 P. M. 
Wednesday, April 13, 1960 

9:00 A. M.—Dr. Monroe Romansky __------.------------ Steroids and Infectious Diseases 
oan WY GION soi sicctncicninincoencecti sor picasnsaebaaricsie Gastro-Intestinal Hemorrhage 
— Management of Coronary Heart Disease 
—Dr. James P. Mann -__------------ Bronchitis & Emphysema, The Therapy of 


12:40 P. M.—Question and Answer period for morning lectures. 
Drs. Romansky, Aikenhead, Evans, Mann. 
1:10 P. M.—Luncheon 


—Dr. John Cuttino __..---------- The Diagnoses Most Often made Post-mortem 
—Dr. Vince Moseley__Tips on How to Make more of these Diagnoses Ante-mortem 
—Dr. Richard Bloomberg -_---------- The Management of “Staph” Pneumonia 

4:10 P. M— Question and Answer period for afternoon lectures. 

to Drs. Cuttino, Moseley, Bloomberg. 
4:30 P. M. 
Thursday, April 14, 1960 

9:00 A. M.—Dr. Walton Aikenhead ___...._.---____~_ Management of Acute Renal Failure 
—Dr. Richard Bloomberg -_---.------------- Primary Tuberculosis in Children 
ee I ee eee Pulmonary Suppurative Disease 
—Dr. Charles W. Hock _.-. Medical Management of the Normal “unwell” patient 


12:40 P. M.—-Question and Answer period for morning lectures. 
Drs. Aikenhead, Bloomberg, Mann, Hock. 
1:10 P. M@—Luncheon 


—Dr. Wendell Thrower __-------- What Future Progress in Heart Surgery Offers 
SS ES ete ear eT SSH 21 eae ee nN Diuretic Therapy 
—Dr. Monroe Romansky ___-.----_- The Staphylococcal Problem and its Therapy 
4:10 P. M—Question and Answer period for afternoon lectures. 
to Drs. Thrower, Evans, Romansky. 
4:30 P. M. 
PROGRAM 


TRI-STATE MEDICAL ASSOCIATION ANNUAL MEETING 


March 21 and 22, 1960 
Columbia Hotel, Columbia, 8. C. 


Monday, March 21 

9:30 A. M.—Paper—“Current Medical Treatment of Hyper-Cholesterolemia and Hyper- 
lipemia and Athlerosclerosis"—Dr. Edwin Boyle, Jr., Charleston, S. C. 

10:00 A. M.—Paper—“Recent Surgical Developments in Hypertension and Peptic Ulcer,”— 
Dr. Keith S. Grimson, Durham, N. C. 

11°00 A. M.—Paper—“What Do Simple Kidney Function Tests Mean?”—Dr. Cheves McC. 
Smythe, Charleston, S. C. 

11:30 A. M.—Paper-—“Neurological Complications of Disease of the Cervical Spine,’—Dr. 
Rhett Talbert, Charleston, S. C. 

12:00 Noon—Paper—“Diagnosis and Medical Management of Bleeding Esophageal Varices”,— 
Dr. Malcolm P. Tyor, Durham, N. C. 
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12:30 to 2:00 P. M—Luncheon Panel 
Dr. Keith Grimson, Moderator, Dr. Edwin Boyle, Jr., 
Dr. Rhett Talbert, and Dr. Malcolm P. Tyor 

2:00 P. Mi—Paper—‘“Pulmonary Alveolar Proteinosis’ —Dr. William Schulze, Greenville, S. C. 

2:30 P. M.—Paper—“The Role of Ascorbic Acid in Human Pathology’—Dr. Fred R. Klenner, 
Reidsville, N. C 

3:30 P. M.—Panel on Psychosomatic Medicine 

(a) Dr. Charles Fulghum, Department of Psychiatry and Neurology, 
University Medical College, Atlanta, Ga. 

(b) “How the Treatment of Some of the Aged Psychotics Can be Effective” 
—Dr. James Asa Shield, Chief of Department of Psychiatry and 
Ne urology, Medical College of Virginia, Richmond, Va. 

(c) “Somatophysic Manifestations of Disease’-—Dr. Vince Moseley, Chief 
of Department of Medicine, Medical College of South Carolina, Charles- 
ton, > &. 

(d) ‘ ‘Psychosomatic Problems in General Practice’—Dr. William Hendrix, 
President of S$. C. Chapter of the American Academy of General Prac- 
tice, Spartanburg, S. C. 

(e) General discussion by Drs. Fulghum, Shield, Moseley and Hendrix 
with questions from the floor. 


Dr. Cheves McC. Smythe, 


Emory 


Tuesday, March 22 


8:30 A. M.—Paper—“Blood Sugar and Urine Sugar Determinations in the Diagnosis and 
Management of Diabetes’—Dr. William R. Jordan, Richmond, Va 
9:00 A. M.—Paper—“Office Urology” —Dr. Kenneth M. Lynch, Jr., Charleston, S. ©. 
9:30 A. M.—Paper—“Surgical Treatment of Facial Injuries’—Dr. C. C. 
lottesville, Va 
Paper—‘“Endocrine 
Charleston, S. C. 
11:00 A. M.—Paper—“The 
Richmond, Va. 
11:30 A. M—Paper—“The Treatment of Electrolyte Emergencies’-—Dr. Dana C. 
Jr., Columbia, S. C 
12:00 Noon—Paper—“Diagnosis and Treatment of Respiratory Infections in Children’”—Dr. 
George Dean Johnson Spartanburg, S..C. 
12:30 to 2:00 P. } anel 
Dr. C. C. Coleman, Jr., Moderator, Dr. Paul D. Camp, Dr. Kenneth M. Lynch, 
Jr., Dr. Dana C. Mitchell, Jr., Dr. George D. Johnson, Dr. J. Richard Sosnowski 
and Dr. William R. Jordan. 
Paper—‘“Problems in Immunization Against Infectious Diseases’-—Dr. Samuel F. 
Ravenel, Greensboro, N. C. 
3:00 to 4:30 P. M.—Panel on Thyroid Disease 
(a) “Problems in Diagnosis and Treatment of Thyroid Disease’—Dr. Wil- 
liam H. Prioleau, Moderator, Clinical Professor of Surgery, Medical 
College of S. C., Charleston, S. C. 
(b) “Medical Evaluation in Thyroid Disease’—Dr. Ben N. Miller, Senior 
Visiting Staff, Internal Medicine, Columbia Hospital, Columbia, S. C. 
(c) “Pathological Pitfalls in the Diagnosis of Thyroid Lesions’—Dr. Raw- 
ling Pratt-Thomas, Professor of Pathology, Medical College of South 
Carolina, Charleston, S. C. 
(d) “Behavior of the Thyroid During Pregnancy’—Dr. Luther 
Department of Obstetrics and Gynecology, 
lina, Chapel Hill, N. C. 
(e) General Discussion by Drs. Prioleau, Miller, Pratt-Thomas and Talbert 
with questions from the floor. 


Coleman, Jr., Char- 





10:00 A. M. 


Therapy In General Practice’-—Dr. J. Richard Sosnowski, 


Treatment of Congestive Heart Failure’-—Dr. Paul D. Camp, 


Mitchell, 








2:00 P. M. 


1 Talbert, 
University of North Caro- 








present work, and he has produced an excellent re- 
view of this important subject. 

The illustrations, in color and black and white, are 
well chosen, and the discussion of the morphology of 
blood and bone marrow cells is clear and concise. The 
metabolism of the red cell is briefly covered and 


BOOK REVIEWS 





LABORATORY MEDICINE — HEMATOLOGY 
lst Ed. By John B. Miale, M 735 pages. C. V. 








Mosby Company. 1958. $13.75. 

With the increasing number of manuals and texts 
on hematological techniques and methods being pub- 
lished yearly, it is difficult to have any one stand out. 
However, Dr. Miale has done this admirably in the 


newer techniques to study these processes are clearly 
outlined. A discussion of the hemorrhagic diseases is 
done in a lucid manner and the terminology is made 
relatively easy to understand. The various examina- 
tions of the blood are clearly described with a good 
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xplanation of the basis for them and pitfalls asso- 
iated, which is indispensable for the student. 

This is the first of three volumes on Laboratory 
Medicine, the next two being on Chemical Pathology 
ind Microbiology. It can be highly recommended to 
nedical students and practitioners as a text and a 
eference work. 


Charlton deSaussure, M. D. 


THAT THE PATIENT MAY KNOW. Henry F. 
Dowling, M. D. and Tom Jones. W. B. Saunders Co., 
Philadelphia. 1959. $7.50. 

This 139 page atlas of graphic pictures and dia- 
grams illustrating every organ system of the body fills 
a real need. The sketches are well done, free of 
extraneous detail, and would offer much aid to the 
physician as he explains a process, a disease, or a 
surgical procedure to his patient. 

The section on diabetes is particularly valuable, 
embodying the exchange diet plan, sketches on ad- 
ministration of insulin, care of the feet, etc. 

The limited specialist would perhaps wish for more 
illustrations in his field. For example the section on 
the gastrointestinal system fails to show the com- 
plications of peptic ulcer, omits hiatus hernia in 
adults, and does not sketch the surgical attack on 
ulcer. Perhaps more importantly, functional processes, 
such as pylorospasm and the spastic colon, are not 
shown and these are perhaps more needed in ex- 
plaining gastrointestinal symptoms than some organic 
process such as gallstones. However the generalist 
will find much use for this atlas as it lends the author- 
ity of the printed page to his explanation, shortens 
time needed for explanations, and helps to make them 
accurate. 


C. L. Legerton, M. D. 


MANUAL OF SKIN DISEASES. By Gordon C. 
Sauer, M. D. First Edition, J. B. Lippincott Company, 
Philadelphia. 1959. Pp 269, Price $9.75. 

The author’s stated purpose of this manual is to 
present “a book with only the material that medical 
students and general practitioners must know for the 
diagnosis and the treatment of patients with common 
skin diseases”. His adequate and simplified outline 
fulfills this purpose. 

This book is essentially an emergency textbook of 
dermatology which the general practitioner could use 
in a large majority of his cases. For the busy prac- 
titioner the simple outline of treatment, especially the 
follow-up treatment is valuable. 

The color pictures strike one as being unusually 
good, as good as those found in medical advertise- 
ments. They are good, if not better, than any other 
color pictures seen in dermatology textbooks. These 
pictures were contributed by different drug com- 
panies who have underwritten the cost in printing so 
that the book price can be kept in range. 


Kathleen Riley, M. D. 
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THE MEGALOBLASTIC ANEMIAS. Ist Ed. Vic- 
tor Herbert, M. D. 160 pages. Grune and Stratton, 
New York. 1959. Price: $6.00. 

Knowledge regarding the pathogenesis and treat- 
ment of the megaloblastic anemias has increased 
greatly in the past decade following the isolation of 
folic acid and vitamin Bis. Dr. Herbert’s monograph 
is based on this extensive literature and his own 
experimental studies in the field, and he very ably 
summarizes the present state of knowledge. 

Abnormalities of nucleic acid metabolism are dis- 
cussed as well as the morphological changes asso- 
ciated with Bi or folic acid deficiency, and the aid 
in diagnosis this gives. The etiological classification 
of Bi and folic acid deficiencies is next covered, 
showing how inadequate intake, defective absorption, 
or defective utilization of each of these substances can 
give a megaloblastic anemia. The therapy is well re- 
viewed, although little new can be added here. 

This is a very complete survey of the field and 
would be well worth while for anyone interested in 
the subject. 

Charlton deSaussure, M. D. 


PROGRESS IN HEMATOLOGY. Volume II. By 
Leandro M. Tocantins, M. D. 290 pages. Grune and 
Stratton, New York. 1959. Price: $9.75. 

This is the second symposium on recent advances 
in the field of hematology, and once again is ably 
edited by Dr. Tocantins. It includes thirteen papers 
on topics of current interest to the hematologist, but 
not necessarily to the general clinician.” Review articles 
on the use of myleran in chronic myeloid leukemia, 
platelet transfusions, and bone marrow transplantation 
are well done and should be perused by the well- 
rounded practitioner. 

Approximately one-half of the articles are on 
methodology or biochemical studies of the red cell, 
which is now proving extremely fruitful in the under- 
standing of many hematological disorders. However, 
even for a hematologist not actively engaged in the 
particular field, it would seem to be much too de- 
tailed for an over-all progress report. 

This volume does not measure up to the first, which 
was of more general information and is not recom- 
mended except as a reference source for further 
material on some detailed point. 

Charlton deSaussure, M. D. 


THE PREPARATION OF MEDICAL LITERA- 
TURE, by Louise Montgomery Cross. J. B. Lippin- 
cott Co.: Philadelphia, 1959. Price $10.00. 

Given the spark of inspiration for the preparation 
of the medical paper, or the urge to plodding presenta- 
tion of medical data, one need lack no guide to get- 
ting through the field of common errors of composi- 
tion and arrangement. 

There are a number of very good books which have 
to do with the preparation of scientific papers and 
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most of them cover a somewhat wider field than does 
this particular book. This is intended to be used as 
a desk reference, one which can be picked up and 
consulted for detail of the technique of preparation of 
the paper. It goes rather far into detail in the matters 
which it covers, and assumes a rather serious attitude 
without much lightness of touch, following a middle 
course in most situations. The usual horrible examples 
of transgressions by medical writers are to be found 
in its pages. More than the usual space is devoted to 
matters of selection and preparation of illustrations, 
perhaps even to the point of a little more detail than 
seems necessary for the average writer. A useful list 
of abbreviations of titles of medical journals com- 
pletes the volume. 

Consultation with this book should certainly make 
better writers of poor writers, and the results of its 
advice well taken should be most pleasant to editors 
to whom the papers come. All the necessary informa- 
tion is there, simply put, and pleasingly presented. 
This should be a useful book. 

JIW 


PROBLEMS OF ADDICTION AND HABITUA- 
TION: Edited by Paul H. Hoch. New York: Grune 
and Stratton. 1958. Pp. 250. Price $6.50. 

This volume is a discussion of addictions and 
habituations to alcohol and various drugs by fifteen 
leading authorities in this field. These papers were 
presented at a symposium during the 47th annual 
meeting of the American Psychopathological Associa- 
tion, held in New York City, February 1957. 

While this book is intended primarily for psy- 
chiatrists, it will also prove of interest to those in 
general practice, surgery and all others interested in 
the problems of addiction. The mechanisms of ad- 
diction are thoroughly explored and follow the gen- 
erally accepted concept that both narcotic addiction 
as well as chronic alcoholism and addiction to other 
drugs represent an illness of the total personality of 
the addicted individual. In the case of narcotic ad- 
dicts it is clearly pointed out that in some of these 
individuals the physician plays a vital role in the 
onset of addiction. Case studies on these individuals, 
who stated that their addiction was initiated by a 
physician during a course of illness or following sur- 
gery, indicate that such individuals have little toler- 
ance for pain or discomfort of any type and con- 
sequently are predisposed to addiction because of 
their personality structure. Much helpful information 
regarding the recognition of this type of patient and 
the avoidance of these pitfalls in the use of narcotics 
and other addicting drugs is included and makes this 
book all the more valuable to the practicing physi- 
cian and surgeon. 

The magnitude of the problem of narcotic ad- 
diction in the U. S. A. is presented in a most in- 
formative and readable manner by W. Lee Speer, 
Field Supervisor of Enforcement Activities, Federal 
Bureau of Narcotics. This thoroughly documented re- 
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port includes recent studies of the various aspects of 
the problem in the large cities of this country as well 
as some special aspects peculiar to certain states. The 
recommendations of the medical experts of the U. S. 
Public Health Service, who are assigned to this special 
area of service, are included and appear well worth 
the careful consideration of all physicians concerned 
with the increasing problem of addiction. A somewhat 
different viewpoint and approach is given in consider- 
able detail by Dr. Karl Bowman, a psychiatrist of 
considerable authority and eminence. 

The material relative to the alcoholic problem, while 
considerably less in volume than that devoted to 
drugs, is of the same high quality and well worth the 
readers effort and time. 

Edward M. Burn, M. D. 


A HISTORY OF THE AMERICAN DENTAL 
ASSOCIATION 1859-1959: A CENTURY OF 
HEALTH SERVICE by Robert W. McCluggage, 
Ph. D., of the Department of History, Loyola Uni- 
versity, Chicago, was published by the Association 
on September 14. 

Copies of the book may be obtained through the 
American Dental Association, 222 East Superior 
Street, Chicago 11, Illinois at $8.00 ($12.50 in a 
special red-leather binding ). 





Publications of the National Medical Foundation for 
Eye Care, 257 W. 57th Street, New York 19, N. Y. 

“What is an Ophthalmologist” defines the optometrist 
and optician. 

“Medicine, Optometry, and The Public Welfare”, is 
primarily a report to the Medical profession. 

A booklet titled “An Analysis of Certain Legislative 
Proposals Affecting Eye Care”, describes some of 
the legislative devices which organized optometry 
has used or attempted to use in various states to 
gain recognition or prerogatives beyond their train- 
ing and technical functions. 

“OPHTHALMOLOGY AS A VOCATION”, by Har- 
old F. Falls, M. D. 

“WHY DROPS?” (Popular leaflet on uses of mydri- 
atics ) 

“EYE CARE AND PREPAYMENT PLANS” 
(Foundation Report #5 describing existing pro- 
grams and outlining principles for ophthalmological 
service plans — 38 pages) 

“THE ANCILLARY WORKER IN OPTHALMO- 
LOGICAL MEDICAL PRACTICE”. PART I— 
“THE OPTICIAN” (Foundation Report #6 
stating prinicples governing ancillary workers and 
the role of the optician—14 pages) 

“IDENTIFICATION OF SCHOOL CHILDREN RE- 
QUIRING EYE CARE” (Foundation Report #7 
to Educators and Physicians on school screening 
problems and procedures—36 pages ) 

In addition, with the aid of the Abbott Laboratories, 
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The first specific aldosterone-blocking agent... 


ALDACTONE 


effectively extends the medical control of edema or ascites. 


It introduces a new therapeutic principle in the treatment of... 


CONGESTIVE HEART FAILURE - 


HEPATIC CIRRHOSIS 


THE NEPHROTIC SYNDROME - IDIOPATHIC EDEMA 


ALDACTONE introduces a new class of therapeutic 
agent, the aldosterone-blocking agent providing: 


satisfactory relief of resistant or advanced 
edema even when all other agents, alone or in 
combination, are ineffective or are only partially 
effective. 


A New Order of Therapeutic Activity 


ALDACTONE acts by blocking the effect of aldo- 
sterone, the principal mineralocorticoid governing 
the reabsorption of sodium and water in the distal 
segment of the renal tubules. 

By so doing Aldactone establishes a fundamen- 
tally new and effective approach to the control of 
edema or ascites, including edema resistant or un- 
responsive to conventional diuretic agents. 

Further, because of its different site and mode 
of action in the renal tubules, Aldactone has a true, 
highly valuable synergistic activity when used with 
a mercurial or thiazide diuretic. 


What Physicians May Expect of Aldactone 


It is fully expected that Aldactone will change 
present medical concepts of the therapeutic limita- 
tions of managing edema. Many patients living in 
a greater or lesser state of edematous invalidism 
can now be edema-free. To others, gravely ill, 
Aldactone will be life-saving. 


When used alone, Aldactone will produce a sat- 
isfactory diuresis in about half of those patients 
whose edema is resistant to conventional diuretic 
agents. 

When Aldactone is used in a comprehensive 
therapeutic regimen, which includes a mercurial 
or a thiazide diuretic, a satisfactory diuresis and 
relief of edema may be expected in approximately 
85 per cent of edematous patients who would not 
otherwise respond. 


DOSAGE: For most adult patients the optimal dos- 
age of Aldactone, brand of spironolactone, is 100 
mg. four times daily. Aldactone should be admin- 
istered for at least four or five days before apprais- 
ing the initial response, since the onset of thera- 
peutic effect is gradual when it is used alone. 
Aldactone manifests accelerated activity with 
greater response as early as the first and second 
days when used in combination with a mercurial 
or thiazide diuretic. 


SUPPLIED: Aldactone is supplied as compression- 
coated yellow tablets of 100 mg. 


6. Dv. SEARLE « co. 


Chicago 80, Illinois 


Research in the Service of Medicine 








the Foundation also makes available a Glaucoma 
Identification Card for the convenience and_pro- 
tection of glaucoma patients. 


PREVENTIVE MEDICINE IN WORLD WAR 
Il: Volume IV. COMMUNICABLE DISEASES 
TRANSMITTED CHIEFLY THROUGH RESPIRA- 
TORY AND ALIMENTARY TRACTS, E. C. Hoff, 
Editor. Superintendent of Documents, Washington. 
1958. Pp. 544. Price $5.50. Part of the official 
history of the Army Medical Department. Each 
chapter contributed by a recognized medical author- 
ity. An authoritative distillation of experiences of a 
controlled mass of healthy young men as they en- 
countered incidentally the major communicable dis- 
eases in a global variety of environmental situations. 
Absorbing for participants in World War II, and for 
students of communicable disease, preventive medi- 
cine, and military medicine. Analyzes preventive 
measures applicable to 1945 and describes war-time 
research in new diseases and new preventives. Inter- 
esting in detail, sound in summary and conclusions. 
This volume reads well solo yet is well complemented 
by prior volumes on ENVIRONMENTAL HYGIENE 
and PERSONAL HEALTH MEASURES AND IM- 
MUNIZATION. Two other communicable disease 
volumes will follow. The series is ably reviewed in 
the February, 1959, Public Health Reports. 

Malcolm U. Dantzler, M. D. 


A TEXTBOOK OF MEDICINE, Edited by Rus- 
sell L. Cecil, M.D., Sc.D., and Robert F. Loeb, M.D., 
Sc.D., LL.D., and Associates. Written by 164 authors. 
Tenth Edition. W. B. Saunders Co., Philadelphia, 
Penn., pp1665. Price $16.50 single volume; double 
$20.50. 

This well-known text was first issued in 1927, and 
with the years has been often refreshed, and maintains 
its usefulness and popularity. The single volume, which 
is at hand, seems well bound in gray buckram. The 
double volumes must be designed for ease in hand- 


ling, since the single is of necessity quite heavy, al- 
though pleasantly flexible. 

As usual, the list of authors is quite impressive, 
well known in their various fields. New articles have 
been added, in virology, as might be expected, and 
other fields. 

One inescapable defect in a compilation of this 
sort is the uneven quality of the writing, but there 
is the fact that the whole volume then escapes having 
been written by those with the least happy styles. 

This is an admirable work, and for quick reference 
on a surpisingly broad scale, it would be difficult to 
surpass. 


J. O’Hear 


SYNOPSIS OF EAR, NOSE, AND THROAT DIS- 
EASES. R. E. Ryan, W. C. Thornell, and Hans Von 
Leden. The C. V. Mosby Co., St. Louis 1959. Price, 
$6.75. 

This volume contains a great deal of valuable in- 
formation, in a condensed as well as in an outlined 
form. 

The chapters on diseases of the larynx are clear and 
concise. The anatomy and physiology of the laryngeal 
muscles are presented in a way as to be easily re- 
membered. 

A discussion on tracheotomy and its indications is 
noteworthy. 

The diseases of the ear are amply discussed; very 
little mention is made of the more recent surgical 
treatment such as tympanoplastic work. However, one 
would not expect this in a book dealing with disease 
descriptions rather than surgical technique. 

The tonsil and adenoid question is very well pre- 
sented; the indications for surgery are very clearly 
presented. Several good diagramatic illustrations show 
the methods employed. 

This book can be recommended for use by medical 
students and physicians who wish to have a handy 
condensed reference on diseases of the ear, nose, and 
throat. 


A. L. Feuer 





a voice or a vote. 





The South Carolina Medical Association urges you to 


FIGHT FORAND 


Send a handwritten letter to your congressmen and any others who may have 
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HYPERTENSION. Edited by John H. Moyer. W. 
B. Saunders Co., Philadelphia 1959. 790 pages, price 
314.00. 

This monograph consists of a collection of papers 
given at a symposium on hypertension sponsored by 
the Hahnemann Medical College in December of 
1958. It is an accurate reflection of the thinking of 
physicians from all over the world representing the 
many different disciplines concerned with the study 
of hypertensive disease. It reports a great deal of in- 
vestigative work. However, this book is not to be con- 
sidered reading for only the academicians. The last 
portion of it treats in detail the latest ideas on the 
treatment of hypertensive disease with drugs. Such 


aspects of the treatment of hypertension as the use of 
the various drugs, the place of sympathectomy, the role 
of the Chlorthiazides, etc., are all extensively discussed. 
Special situations, such as the treatment of hyper- 
tension in childhood, the management of hypertensive 
emergencies, the management of toxemia, the treat- 
ment of pyelonephritis are included also. This is one 
of the best books that has come out on hypertensive 
disease in a number of years, and it can be confidently 
recommended to those interested in hypertension from 
the practitioner seeing many hypertensive patients in 
his office to the research worker interested in what 
the authorities think. 
C. M. Smythe, M. D. 
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Winchester Surgical Supply Co 


9 East 7th St Tel.2-4109 Charlotte NC 
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achieved it, and we've 
got’it for you... 


Surgical furniture that saves ; 
minutes out of every office hour. 


More than two dozen time-saving con- 
veniences built into Hamilton furniture 
eliminate small irritations and save wasted 
moments — provide a more efficient office 
day. Hamilton surgical suites are designed 
with an understanding of your wants and 
needs—constructed with custom craftsman- 
ship, to give a lifetime of productive service. 
Let us demonstrate how Hamilton furniture 
can lessen your working tensions — make 
your office a more pleasant setting for you 
and your patients. Let us show you the 
contemporary styling and handsome finishes 
of Hamilton suites. Come in soon. 
Steeltone Suite—sturdy steel with warmth 
and style. Gleaming white and cream white, 
or your choice of Washington blue, coral, 
jade green or silver metallic. 
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Abbott Laboratories 
Ames Company 
Appalachian Hall 
Ayerst Laboratories 
Blue Shield 
Brawner’s Sanitarium 
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Ciba Pharmaceuticals 

Davies, Rose & Co., Ltd. 

Drug Specialties 

ae Eli Lilly & Company 

in its completeness Endo Sedans 

Estes Surgical Supply Co. 

Fesler Company 

Geigy Pharmaceuticals 

General Electric Company 

Glenbrook Laboratories 

Highland Hospital 

Jones & Vaughan, Inc. 

Lederle Laboratories 

Mayrand, Inc. 

Merch, Sharp & Dohme 

Parke, Davis & Company 

Pfizer Laboratories 

Physicians Casualty Company 

Physicians Products Co. 

Pineblufl Sanitarium 

Professional Management South 

Reid Laboratories 

A. H. Robins Co., Inc. 

J. B. Roerig & Co. 

Schering Corporation 

G. D. Searle & Co. 

Smith-Dorsey 

Smith, Kline, & French 

E. R. Squibb & Sons 

Saint Albans Psychiatric Hospital 
‘ United States Brewers Foundation 

equivalent xs The Upjohn Co. 

one USP Digitalis Unit Wallace Laboratories 

Waverley Sanitarium, Inc. 

Wesson Oil & Snowdrift Sales Co. 

Physiologically Standardized Winchester Surgical Supply Co. 

Winthrop Laboratories, Inc. 
therefore always World Insurance Co. 
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physicians upon request. 
SUPPLY COMPANY 
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Davies, Rose & Co., Ltd. Phone WAlnut 1700-1701 


Boston, 18, Mass, '% 56 Auburn Avenue 





ATLANTA, GA. 
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